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MONTHLY COLLECTIVE REVIEW 


THE PRESENT STATUS OF THE RONTGENOLOGY OF GASTRIC 


AND DUODENAL 


ULCER IN 


AMERICA 


By HOLLIS FE. POTTER, M. D., Catcaco 
Radiologist to the Presbyterian Hospital and Rush Medical College 


HERE is probably no subject before the 
medical world, to-day, of more absorbing 
interest than that of utilizing the réntgen 

rays as an aid in the diagnosis of gastro-intestinal 
diseases and certainly of the various lesions in 
which bismuth-X-ray methods are proving of 
value; the greatest attention of recent days has 
been focused upon the detection of ulcers in the 
stomach and duodenum and their sequele. 
While the original work in this field was instituted 
abroad and the principles laid down by foreign 
teachers were accepted by Americans as a work- 
ing basis, the considerable amount of work done 
in this country during the last three or four years, 
and especially during the last year, has developed 
an experience among individual American workers 
which guarantees their ability as competent ob- 
servers and has materially added to the sum of 
our knowledge of the subjects. Not only have 
superior technical methods been developed, but 
new radiological facts have been established, and 
the significance of radiological signs, previously 
in doubt, has been determined. In this particular 
field, however, there has continued to exist a 
wide difference in working methods, and in the 
significance attached to several demonstrable 
points, so that it seems justifiable at this time to 
review the recent records with the idea of obtain- 
ing a composite point of view, particularly of 
subjects or methods on which there is a diver- 
gence of opinion. Such a review should aid the 
general reader in obtaining a conception of the 


present status of the réntgen method as applied 
to ulcer; it should aid the beginner in developing 
a system for his work; and it should act as a warn- 
ing to the casual observer that the subject, as a 
whole, awaits definite settlement. 

American writings on this subject are of com- 
paratively recent date, and are not so profuse 
but what a brief search in the library brings one 
into touch with them all. The method followed 
in this review is to dissect or analyze all available 
articles which go into detail, and regroup chosen 
excerpts from various authors, under topical 
headings which appear quite constantly in all 
the texts. An attempt has been made to include 
enough of each author’s statements to make his 
meaning clear and to avoid distorting his ideas 
by taking them out of their setting. To note 
each observer’s method of handling the subject 
and to obtain the fullest significance of these 
excerpts, one must refer, of course, to the original 
articles, a bibliography of which is appended to 
this review. 


GENERAL VALUE OF THE METHOD 


How constantly, in ulcer cases, can we elicit 
X-ray findings which are of relative or absolute 
assistance in arriving at a diagnosis? How early 
in the course of the disease will these X-ray 
findings appear? Will this depend considerably 
upon the location of the ulcer? Can we obtain 
more valuable data in cases of simple erosion or 
in cases where deformative conditions have re- 
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sulted? Is the réntgen method of more value in 
gastric or in duodenal ulcer? What is the 
significance of negative findings in gastric and 
in duodenal ulcer? Are the findings in ulcer 
cases sufficiently distinctive in their character to 
allow a differentiation from cancer and other 
conditions to be made by this method alone? 
What can we learn from our X-ray study which 
would be of value to the surgeon in planning an 
operation? 

The following selected excerpts give answer 
to some or all of these queries: 


CarMaANn: “At the Mayo Clinic, since instituting the 
réntgen method as a routine, 93 per cent of cases of 
ventricular cancer have presented changes recognizable 
by X-rays. In gastric ulcer the radiological diagnosis is 
less certain, but, even here, approximately 65 per cent show 
diagnostic signs, and this percentage will probably be 
materially increased in the future. Notwithstanding the 
numerous cardinal and suggestive radiological signs of 
gastric ulcer, there is a small percentage of cases in which 
these signs are either absent or too indefinite to support a 
diagnosis. This is especially true of non-perforating ulcers 
in the pars pylorica and on the anterior and posterior walls, 
and the shallow or superficial ulcers which are of relatively 
frequent occurrence. At present none of the réntgen-ray 
signs of cancer or ulcer is pathognomonic.” 

PFaH Ler: ‘The evidence of duodenal ulcer, as shown by 
the réntgen rays, is in a developmental stage, and, while 
important, it is of less definite value than that obtained in 
gastric ulcer. (1) Gastric ulcer gives very positive evi- 
dence, as shown by the réntgen rays. (2) In many cases 
its character and location can be determined. (3) The 
location and character of the ulcer will give a very definite 
idea as to the treatment; when surgical, the character of 
the operation can be more definitely decided upon — 
whether a gastro-enterostomy, pylorectomy, or local ex- 
cision. If a gastro-enterostomy is decided upon, the 
lowest point of the stomach can be determined by the rays, 
and thus the best drainage may be obtained. (4) Some 
evidence of duodenal ulcer can be found. (5) The history 
and other clinical evidence should be considered together 
with the X-ray findings, in order to arrive at an accurate 
diagnosis.” 

LeonarD: “The diagnosis of gastric ulcer by the rént- 
gen method is one of its greatest advances. The accuracy 
and fallacy of this diagnosis vary inversely with the extent 
to which the stomach has been involved in the patho- 
logical process. Simple ulcer involving only the gastric 
mucosa is the most difficult to diagnose; diffuse callous 
ulcers of the florid type are almost as difficult; penetrating 
ulcers, that involve the muscular wall of the stomach, can 
be recognized in a much larger percentage of cases. Per- 
forating ulcers of the callous type can be detected in the 
majority of cases when proper technique is employed. 
Callous ulcers, with or without perforation, that have pro- 
duced contractions of the stomach-wall present the 
picture of benign hour-glass contraction and are easily 
recognized.” 

Case: ‘In the great majority of cases the X-ray ex- 
amination is likely to prove of great value, especially 
when the findings are carefully studied in connection with 
other clinical data, and differentiation between pyloric 
and duodenal or gall-bladder lesions is frequently made 
possible; although in certain cases, especially those of 
simple pyloric or duodenal ulcer, the X-ray findings 
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may not be significant of anything other than the nor- 
mal. 

“In the present stage of development we are not justified 
in believing that the réntgen method of gastric examina- 
tion constitutes an early method of detecting gastric or 
duodenal ulcer.”’ 

Cote: “The negative or positive diagnosis of post- 
pyloric ulcer by serial radiography is equally as accurate 
as the radiographical diagnosis of renal or ureteral cal- 
culus.” 

GerorGe: “The réntgen diagnosis of duodenal ulcer has 
not kept pace with the improvements in the diagnosis of 
gastric conditions by this method, in spite of the fact that 
the frequency of duodenal ulcer is much greater than that 
of gastric ulcer. This is largely due to the fact that the 
fluoroscopic method has been too exclusively employed in 
the study of the duodenum, heretofore. 

“By the method of serial réntgen plates advised by 
Cole, where the proper technique is employed to bring out 
the duodenum — especially the lateral view — we are able 
to state positively whether the duodenum is anatomically 
normal or pathological. By this method we cannot al- 
ways distinguish between the effects of adhesions or 
cicatrix, when both are due to old duodenal ulcer. We 
can, however, distinguish between adhesions due to 
duodenal ulcer and those due to gall-bladder disease. By 
this method we can be more positive of the diagnosis of 
duodenal ulcer than we can be of most gastric conditions, 
as the possibilities of error are not so numerous. A nega- 
tive result with the serial plate technique and method is as 
satisfactory as a positive one, as it effectively rules out the 
presence of surgical duodenal ulcer. 

“Of 125 operated cases, 59 were found to have duodenal 
ulcer, either alone or complicated with gastric ulcer or 
with other conditions. In every one of these cases, except 
three, a pre-operative réntgen diagnosis was correctly made 
of duodenal ulcer or adhesions from ulcer.” 

Eastmonp: “In the final analysis the X-ray diagnosis 
of ulcer of the stomach and duodenum is not and often 
cannot be made from the detection of any one point of 
evidence, but is deduced from a study of all the pathologic 
lesions and changes in function presenting to the rént- 
genologist. One single feature may give rise to a sus- 
picion, but it is a study of the whole that establishes the 
diagnosis.” 

FRIEDENWALD and BAeEtyjer: “While the authors do not 
believe that this method is as yet sufficiently well de- 
veloped to be relied upon alone, yet they are confident 
that it often offers most valuable assistance as an aid in 
diagnosis, of quite as much practical value as any of the 
important symptoms of the disease, and, taken in con- 
nection with other signs, is of the greatest diagnostic help. 
Curiously enough, the diagnosis of duodenal ulcer is much 
simpler than that of gastric ulcer. One can practically 
always rule out the presence of a duodenal ulcer, but one 
cannot always rule out the presence of gastric ulcer. From 
their studies the authors have drawn the following con- 
clusions: 

1. “The X-ray offers most valuable assistance as an aid 
in the diagnosis of peptic ulcer; and although this method 
is not yet sufficiently well developed to be relied upon 
alone, without entering into the clinical aspect of the 
disease, it is of the greatest diagnostic help in obscure 
cases. 

2. “In duodenal ulcer there is an excessive hyper- 
motility of the stomach, with rapid evacuation of the con- 
tents, so that the greater portion of the gastric contents is 
emptied within the first half-hour; there is hypermotility 
of the duodenum with formation, usually, of a vacant area, 
which remains fixed in all of the examinations. 














3. ‘The diagnosis of gastric ulcer can only be made in 
certain situations; that is, when the lesion is situated on 
the anterior surface of the stomach and along the anterior 
surface of the lesser curvature. There is in this condition 
an excessive irritation from the ulcer, with a constant 
hypermotility and a spastic condition of the pylorus, so 
that for the time being there is practically no expulsion of 
the bismuth. It is only when the spasticity relaxes that a 
portion of the bismuth is expelled. In gastric ulcer, what- 
ever its situation, we can always look for retention of con- 


tents. In certain instances there is a vacant area in the 
pylorus; there is frequently a tendency to hour-glass 
formation. 


4. “The X-ray affords an almost absolute means of 
differentiating between gastric and duodenal ulcer. 

5. “By means of the X-ray we can positively rule out 
the presence of a duodenal ulcer. 

6. “We can determine approximately the degree of 
healing of an ulcer, which cannot be as certainly deter- 
mined in any other way.” 

CHIEF DEPENDENCE PLACED UPON FLUOROS- 

COPY OR RADIOGRAPHY 

The following paragraphs show a wide dif- 
ference in working methods used to obtain the 
same final data. While the most common practice 
includes a variable combination of screen observa- 
tions and radiographs, a portion of the writers 
would practically dispense with the use of plates 
and depend on screen findings alone. Others, 
in an attempt to improve the accuracy of their 
findings, make screen observations only for the 
purpose of locating the exact field under suspicion 
and depend for their deductions on a multiplicity 
of radiographic plates. 

LeonarD: “There is no question as to which of these 
methods should be employed in the study of the gastro- 
intestinal tract. Both have their advantages, and both 
their sphere of applicability. Serial radiograms possess 
the great value of studying the varying phases of the 
passage of bismuth meal out of the stomach and through 
the consecutive portions of the gastro-intestinal tract.” 

Case: ‘‘The X-ray examination is essentially fluoro- 
scopical, réntgenograms being made only when required 
for purposes of record or comparison and when gall-stones 
are suspected.” 

Carman: “Both fluoroscopical and plate methods are 
used in the study of gastric ulcers. No marked preference 
is given to either one, as the information obtained by each 
is somewhat different in character. These methods, 
therefore, are not in competition, and both are used in 
routine in every case. Most of the data, however, are 
obtained during the screen examination, two or more sub- 
sequent plates acting as a check-up for confirming or 
amplifying the data previously obtained. Our total 
screening time for a patient very rarely exceeds five min- 
utes, because lesions revealed by the réntgen ray are 
relativ ely gross, are readily seen, and appear quickly or not 
at all.’ 

Core: “‘The method of diagnosing post-pyloric ulcer, 
employed by the author in 500 cases, is based on the recog- 
nition by means of serial radiography of a constant de- 
formity of the cap or sphincter, caused by the induration 
or cicatricial contraction surrounding the crater of an 
ulcer. These findings can only be recognized by studying 
individually and collectively a large series of plates, and 
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either matching them over each other or reproducing them 
cinematographically. Where a positive diagnosis, usually 
of extensive lesion, can be made by réntgenoscopy, serial 
radiography is unnecessary; but in all doubtful cases serial 
réntgenography is absolutely essential before one is justi- 
fied in making a negative diagnosis of gastric or duodenal 
ulcer or carcinoma.” 

GrorcE: “We have employed the method of serial 
réntgen plates, as first emphasized by Cole of New York. 
Plates are made at once, after ingestion, and at short 
intervals throughout the first hour. Most of the recent 
advances in gastro-intestinal réntgen diagnosis have, of 
course, been made in laboratories where the fluoroscopic 
methed was largely if not exclusively used. The wonder- 
ful results achieved in the field of gastric diagnosis seemed 
sufficient reason for using the same methods in the study 
of the duodenum. The results, however, have not afforded 
any startling support for this idea. In questions of fixa- 
tion of the duodenum by periduodenitis, the fluoroscope 
does play an important part.” 

SKINNER: ‘‘The most successful exponents of radiog- 
raphy require the fluoroscopical screen to judge the correct 
time for the radiographical exposures. But why take the 
time, expense, and inconvenience of the radiograph?” 


SYMPTOM-COMPLEX AS OUTLINED BY HOLZKNECHT 

Before proceeding to any recent American 
classifications, let us review a number of symp- 
toms-complex given out by Holzknecht in Novem- 
ber, 1911. These symptom groups include some 
clinical as well as radiological signs, and were 
found to be the most constant evidences in a 
large number of cases of verified stomach disease. 
They were presented as outlines for study only 
and are not presumed to be comprehensive: 


Symptom-Complex I 
1. Bismuth residue after six hours. 
2. Normal stomach shadow on the screen. 
3. Achylia. 
Diagnosis — Small carcinoma of the pylorus. 


Symptom-Complex IT 
1. No residue after six hours. 
2. Marked defect in gastric shadow. 
3. Horn-shaped stomach. 
Diagnosis — Carcinoma. No stenosis. Inoperable. 
Symptom-Complex III 

1. No residue after six hours. 

2. Marked defect of the stomach shadow in the pars 
media or pars pylorica. 

3. Horn-shaped stomach. 

Diagnosis — Carcinoma of the stomach. Operable. 

Symptom-Complex IV 

1. Small residue after six hours. 
2. Sensitive pressure-point over the stomach. 
3. Normal stomach shadow. 
Diagnosis — Simple gastric ulcer. 
Other symptoms confirming this diagnosis are: 
1. Antiperistalsis. 
2. Displacement of the pylorus upward and to the left. 
3. Snail form of the lesser curvature. 
4. Stable transverse contraction. 
5. Changing transverse contraction. 
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Symptom-Complex V 
. Small bismuth residue after six hours. 
. Pressure-point. 
3. Displacement upward and to the left. 
4. Snail form of the stomach shadow. 
Diagnosis — Old contracting ulcer on the lesser curva- 
ture of the pars pylorica. 


Symptom-Complex VI 
1. Small bismuth residue after six hours. 
2. Pressure point and resistance in the pars media. 
3. Transverse contraction of the pars media. 
4. Diverticulum without air-bubble in the smaller curva- 
ture; immovable. 
Diagnosis — Callous ulcer of the pars media. 


Symptom-Complex VII 
1. Large sickle-shaped bismuth residue after six hours. 
2. Dilatation. 
3. Loss of tone. 
Diagnosis — Old stenosis of the pylorus due to ulcer 


Symptom-Complex VIII 
1. Large sickle-shaped residue. 
2. Marked defect in the filling of the pars pylorica. 
Diagnosis — Carcinoma on the base of an old ulcer, with 
stenosis. 
Symptom-Complex [IX 
1. No bismuth residue after six hours. 
2. Marked defect in the shadow of the pars pylorica or 
pars media. 
3. Transverse constriction of the greater curvature. 
Diagnosis — Carcinoma on the basis of an old ulcer. 
No stenosis. 
Symptom-Complex X 
1. Stomach empty after six hours. Head of the bis- 
muth column in the splenic flexure of the colon. 
2. Shortening of the stomach. 
3. Contraction of the cardia. 
Diagnosis — Carcinoma of the pars cardiaca. 
Symptom-Complex XI 
1. Stomach empty in six hours. Head of bismuth 
column in the ascending colon. 
2. Stomach shadow normal. 


3. Pressure-point moving with the duodenum. 
Diagnosis — Ulcer of the duodenum. 


Symptom-Complex XII 

1. Stomach empty after six hours. Head of the bis- 
muth column in ascending colon. 

2. Stomach shadow normal. 

3. No increased peristalsis. No antiperistalsis. 

4. No sensitive pressure-point. 

5. Hydrochloric acid normal. 

Diagnosis — Normal stomach. 


EVIDENCES OF GASTRIC ULCER 

It is of prime importance to note carefully the 
classification of ulcer signs given out by an author, 
for such an outline not only includes a summary 
of the signs included in his diagnostic complex, 
but shows their interrelation and comparative 
importance. These outlines from recent Ameri- 
can literature, standing alone, are not intended 
to be taken as a formula for X-ray diagnosis, 


but to show the author’s point of view in handling 
the subject. The classification follows: 


Pfahler’s Classification of Ulcer Signs 
1. Evidence of perforation. 
(a) A projecting shadow outside of the gastric shadow. 
b) A gas-bubble lying above this collection of bis- 
muth. 

(c) Perigastric adhesions or involvement of other 
organs. 

(d) A palpable tumor connected with the stomach, but 
not affecting the lumen. 

(e) The above may be associated with cither an 
organic or spasmodic hour-glass contraction of the 
stomach. 

(f) Retention of the bismuth in the ulcer after the re- 
mainder of the stomach has been emptied. 

(g) Resistance corresponding to the projecting 
shadow. 

2. Evidences of irritation, due either to a florid ulcer or to 
an irritable scar of an ulcer. 

(a) Spasmodic contraction. 

(6) Retention of food beyond six hours. 

(c) Painful pressure-point corresponding to the loca- 
tion of the ulcer. 

(d) Normal outline of the stomach. 

3. Secondary effects usually associated with a callous 
ulcer. 

(a) Pyloric stenosis and gastrectasis. 

(6) Fixation. 

(c) Organic contraction, hour-glass. 

(d) Interference with peristalsis. 

(e) Reversed peristalsis. 

(f) A contracted lesser curvature with retraction of 
the pylorus toward the left. 


Ulcer Signs as Outlined by Carman 
1. Signs which are cardinal and more or less pathog- 
nomonic. 
(a) Visualization of the bismuth-filled crater of a 
callous ulcer — the nischen symptom. 
(6) The diverticulum of perforating ulcer. 
(c) The incisura. 
2. Signs which are not determinative but merely sug- 
gestive of ulcer. 
(a) Acute fish-hook form of the stomach, with dis- 
placement to the left and down. 
(b) Delayed opening of the pylorus. 
(c) Localized pressure-tender point on the lesser 
curvature. 
(d) Residue in the stomach after six hours. 
(e) Lessened mobility. 
(f) Settling of the bismuth to the lower pole of the 
stomach, as is seen in hypotonicity or atony. 


Ulcer Signs as Viewed by Lockwood 
Bismuth residue in the stomach six hours after 
the meal. May be due to spasm, tumefaction, or 
slight cicatrix at the pylorus, or to atony. 
A displacement of the pylorus upward and to the 
left. With ulcers on the lesser curvature. 
Hour-glass contraction that appears in all of a 
series of plates is suggestive of old cicatrizing 
ulcer. 
Distortion or displacement of the stomach by 
adhesions is suggestive. 
A small puckered area in which the ruge are dis- 
torted, particularly when associated with a coin- 
cident pain-pressure point. 











(f) Clinical or radiographic evidence of hyperse- 
cretion. 

(g) Reversed peristalsis, 
ticity. 

(hk) Radiographic findings of ulcer, involving the 
patency of the pyloric canal, resulting in stenosis. 


indicating extreme spas- 


Case’s Classification of Ulcer Signs 
1. Definite X-ray evidences of ulcer (stomach and duode- 
num). 
(a) Bismuth flecks representing ulcer craters filied 
with bismuth. 
(b) Filling defects or abnormalities in the stomach 
shadow. 
(c) Organic deformities of the stomach other thar 
filling defects. 
2. Inferential evidence. 
(a) Spastic manifestations. 
(6) Abnormalities of peristaltic waves. 
(c) Abnormal emptying time of the stomach. 
(d) Unusual filling of the duodenum. 
(e) Pressure pain-points. 


INDIVIDUAL EVIDENCES OF GASTRIC ULCER 
I. Pyloric Stenosis and Gastrectasis 

Pyloric stenosis caused by ulcer leads to a 
gradual dilatation of the stomach, except in 
those cases, as pointed out, where a hypertrophy 
of the gastric walls is able to compensate for a 
moderate obstruction at: the outlet. From the 
following paragraphs a lucid idea may be gained 
of the radiographic picture seen in the atonic, 
dilated stomach. 


PFAHLER: ‘“Pyloric stenosis is commonly due to a con- 
traction resulting from a callous ulcer with which is asso- 
ciated a progressive dilatation of the stomach. This is 
recognized by its size and by the retention of food. This 
retention gives a characteristic basin-like shadow at the 
lower pole of the stomach.” 

LEONARD: ‘In uncompensated stenosis of the pylorus 
the residue is broader and drawn out in the form of a cres- 
cent, and extends to the right and left of the median line, 
while the shadow of the bulbus duodeni is far to the right.” 

Carman: “A hypotonic condition of the stomach, with 
settling of the bismuth to the lower pole, while by no 
means constant in ulcer, is found sufficiently often to war- 
rant its inclusion among the suggestive signs.” 

Case: “Dilatation of the stomach of varying grades is 
a frequent finding in chronic gastric and duodenal ulcer. 
Marked gastric stasis without dilatation is suggestive of a 
malignant obstruction.” 

Mitts and Carman: “In non-obstructive ulcer, the 
stomach shows a degree of atony often unexpected from 
a consideration of the patient’s habitus. In marked 
pyloric obstruction, the stomach occupies a wide central 
position if there be no compensatory hypertrophy of the 
gastric walls. This median position of the ectatic stomach 
is graphically shown in the position and form of the gastric 
residue, median in position and crescentic in outline.” 

E1sen: “The obstruction in the duodenum may be 
ever so marked, with very little change in the size of the 
stomach, while pyloric obstruction leads invariably to 
hypertrophy and, later, to dilatation and extension to the 
right with horizontal level.” 

Cote: “Pyloric obstruction causes unusually active 
peristalsis, generally of the three- or four-cycle type, which 
forces the ‘chyme against the greater curvature at the pars 
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pylorica, dilating this portion and forcing it to the right, 
giving it the prognathous ‘undershot’ appearance of a 
bulldog’s jaw. Such local dilatation indicates lack of 
compensation of this portion of the stomach, and calls for 
surgical procedure regardless of the cause of the ob- 
struction.” 


II. Retention of Food in the Stomach 

Aside from the delay in emptying caused by 
the organic obstruction due to ulcer, and aside 
from organic constrictions of the lumen of the 
stomach elsewhere, pylorospasm may or may 
not result in abnormal retention. This spasmodic 
delay is shown to result also from extraventricular 
causes, notably in disease of the gall-bladder and 
appendix. The absence of gastric stasis has been 
proven for many cases of gastric ulcer. 

The six-hour limit for complete emptying is 
mentioned so frequently that it might be con- 
sidered an accepted rule for all cases, were it not 
for the fact that the normal rate of emptying 
varies in different individuals from two to eight 
hours, depending upon the habitus of the individ- 
ual and his attendant type of stomach. It is 
presumable, therefore, that in the more atonic 
types of stomach a delayed clearance must be 
discounted. 


CarMAN: “ Delayed opening of the pylorus following the 
administration of bismuth water, apart from actual pyloric 
obstruction, is almost invariably seen in ulcer of the stom- 
ach associated with hyperacidity. This delayed opening 
is also frequently seen as a reflex from disease of the gall- 
bladder or appendix. A residue from the six-hour meal 
may or may not be found in cases of ulcer. It has occurred 
in about 70 per cent of the cases we have examined so far. 
In our cases, six-hour residues were usually found with 
the perforating types of ulcer, but were rarely seen with 
callous or simple ulcers.” 

Case: ‘Gastric, not pyloric, ulcer is not necessarily 
associated with delayed emptying, for in many gastric and 
duodenal ulcers the emptying time of the stomach, after a 
bismuth meal, is perfectly normal. In some cases bismuth 
has been found in the stomach 125 or 150 hours following 
the bismuth meal. Smithies has recently reported over 
a hundred cases of gastric ulcer without delay in the 
emptying time. Ulcer in the body of the stomach rarely 
produces delayed motility.” 

LeonarD: “In ulcers that lie in the pyloric canal or 
that neighborhood the diagnosis must be based upon the 
obstructive signs. The spasm of the pylorus is more 
marked. There is a decrease in the motility and a large 
residue of bismuth is left in the stomach after six hours.” 

Lockwoop: “Unfortunately there are some instances 
of pylorospasm secondary to chronic appendicitis or irri- 
tative lesions of the gall-bladder in which bismuth remains 
may be found in the stomach six hours after the meal.” 

PFAHLER: “If not accompanied by tumor formation or 
in an otherwise normal stomach, retention of food in the 
stomach is one of our most valuable signs of acute or florid 
ulcer. With hyperacidity it is reasonable that each period 
of closure of the pylorus will be longer, and as a result the 
passage of the food from the stomach will be delayed. 
This spasmodic retention of the bismuth meal beyond six 
hours has been found when the ulcer is located high as well 
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as low. Retention of food beyond six hours rarely occurs 
in marked gastroptosis without ulcer.” 

MILLs and Carman: “So far as ulcer is concerned, de- 
layed motility indicates either an organic pyloric obstruc- 
tion or delayed clearance from non-compensated hyper- 
acidity or hypersecretion.” 


III. Location of Ulcer by Painful Pressure-Point 


Although most writers mention pressure sensi- 
tiveness over the gastric shadow as significant of 
ulcer, especially where penetration has led to 
perigastritis, attention might well be directed to 
the detailed explanation of pain and tenderness 
in gastric ulcer, as set forth in Mills and Carman’s 
original article. In it we find the reasons for cer- 
tain pain phenomena, which seem confusing, if 
not paradoxical, without them. The following 
symposium gives varied opinions on this phase 
of the question: 


PFAHLER: ‘Painful pressure-point may at times be 
located. If it is found to lie over the stomach and to move 
with the stomach shadow, it points toward gastric ulcer.” 

Case: “There is considerable value, in my opinion, in 
palpation over the gastric shadow. to localize the points of 
pain on pressure, but this pressure-pain point is not likely 
to correspond to the location of the ulcer unless there has 
been periduodenal or perigastric involvement with ad- 
hesions.” 

CarMAN: “The presence of a localized pressure-sensitive- 
point on the lesser curvature is not very trustworthy as an 
indication of ulcer at that point. Many persons who have 
no ulcer are sensitive to pressure in the epigastrium. 
Further, clinicians assure us that unless the parietal perito- 
neum is involved, as in penetrating ulcer, for example, 
visceral lesions are not particularly painful to pressure. 
However, such a tender point, if definitely localized, is 
entitled to consideration in the final summing up.” 

LeonarD: “A point of tenderness on pressure may be 
felt, corresponding to the position of the ulcer, when it is 
situated anteriorly.” 

Locxwoop: ‘A small puckered area in which the ruge 
are distorted is even more suggestive of ulcer, when the 
localization of the affected area coincides with that of 
local tenderness on palpation.” 

MILts and CarMAN: “Ulcer of the stomach may exist 
and, in conjunction with it, a localized pressure-sensitive 
point. If such a spot be present it may fall entirely with- 
out the X-ray shadow of the stomach and at the same time 
no other cause than ulcer be present to account for its 
existence. A definitely localized pressure-point may exist 
that falls within the gastric shadow, yet operation may 
reveal an ulcer in a distant locality. The tender-point 
may coincide with the site of an ulcer as determined by the 
plate or screen, and subsequently, at operation, ulcer be 
found in a corresponding situation. The pain and tender- 
ness due to gastric ulcer may originate from any or all of 
three causes: (1) General unlocalized pain, occurring at 
definite times after meals, is due to intragastric hyper- 
tension plus special irritability of the ulcer; (2) a localized 
area of pain or pressure sensitiveness, as the result of a 
reflex; (3) irritation of the parietal peritoneum by peri- 
gastritis secondary to ulcer.” 


IV. Interference with Peristalsis 


The study of motion in the stomach is accom- 
plished most readily by the fluoroscopic method. 
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_ Abnormalities in peristalsis are most likely to 


be intermittent and to require repeated though 
brief observations to disclose them. At one or 
another of these screen examinations a hyper- 
peristalsis may be found, and this is the preferred 
time to study the degree of elasticity of the 
stomach walls, the interruption of peristaltic 
waves, and the progress of food through the 
duodenum. This data may also be obtained from 
a suitably timed series of plates. The following 
authorities are quoted: 


Case: ‘When the depth of the peristaltic waves is in- 
creased, and when they appear more frequently than 
normal, the inference is that there is some obstruction at 
the gastric outlet. Peristaltic waves may at one moment 
be practically absent, and at other times so strong as to 
almost cut the stomach in two. It seems that this may 
represent periods of fatigue and periods of revived activity 
after recuperation from fatigue.” 

Mitts and Carman: “There are few inferences that 
we can draw from the variations of peristaltic motion; 
such as there are, are chiefly connected with obstructing 
ulcer of the pylorus. Ulcer of the pyloric portion of the 
stomach, if resulting in obstruction, may manifest itself 
by most marked hyperperistalsis at some time during gas- 
tric digestion, beginning high in the stomach, and char- 
acterized by increased size in the peristaltic bulgings and 
the fact that two or three such peristaltic waves may be in 
progress at the same time.” 

PFAHLER: “Interference with the peristaltic waves will 
practically always be found when the ulcer is indurated. 
A wave may be seen on both curvatures, then be inter- 
rupted at the location of the ulcer, usually on the lesser, 
while at the same time it may be seen to continue on the 
greater curvature.” 

Exttott: “In conditions associated with pyloric steno- 
sis, the stomach may fairly writhe in its activity, whereas 
no motion at all may be observed during periods of rest.” 

Eastmonp: “If the ulcer is located at or near one of the 
curvatures of the stomach, usually the lesser, within the 
contracting part, there is absence of peristalsis at that 
point. It is an axiom that peristalsis is absent at the site 
of any pathological lesion of the stomach; consequently, it 
will be found that the affected area does not contract.” 


V. Reversed Peristalsis 

There is still disagreement as to the frequency 
and significance of antiperistalsis. While it is a 
phenomenon which would seem easy to make 
out during screen examination, no two writers 
exactly agree as to its bearing on the question of 
gastric ulcer. Some English writers consider it 
of so extremely rare occurrence as to be practically 
useless as a diagnostic sign. Haudek, who has 
given this point a great deal of study and who 
originally considered it a sign of pyloric obstruc- 
tion, has gradually broadened his view until 
now he considers it a definite sign of gross disease 
of the walls of the stomach or duodenum. He 
finds antiperistalsis with considerable frequency. 
The following show the various conceptions 0! 
this sign: 












Mitts and CARMAN: “It is not common; and, in the 
cases observed by us, peristalsis has always originated at 
or below the ulcer level if indicated by an incisura even 
where this is quite low in the vertical stomach.” 

Locxwoop: ‘Fluoroscopy may show a reversed peri- 
stalsis, indicating an extreme degree of spasticity; this is 
suggestive, but not conclusive.” 

LEonaRD: “ Antiperistalsis is generally present in gastric 
ulcer.” 

PFAHLER: ‘Reversed peristalsis occurs in connection 
with pyloric stenosis— more often with the organic 
stenosis, but may be seen in spasmodic stenosis of the 
pylorus. The waves of reversed peristalsis are of the same 
character as the direct.” 

Case: “Antiperistalsis occurs with comparative rarity. 
Antiperistaltic waves are pathognomonic of an organic 
lesion near the pylorus and frequently point to ulcer. 
This phenomenon is best studied when the patient is lying 
supine.” 

Exuiott: “Antiperistalsis is frequently seen upon the 
fluoroscopic screen; the waves start in the antrum and 
disappear in the pars media. The exact significance of 
this phenomenon is not known; it frequently occurs in 
pyloric stenosis, but may occur independent of this con- 
dition.” 

VI. A Contracted Lesser Curvature with Retraction 
of the Pylorus to the Left 

The several succeeding descriptions of this 
condition give the reader a concise picture of 
what is meant. This drawing of the pylorus to 
the left immediately suggests other mechanical 
conditions which displace the pyloric shadow, 
one of which is mentioned below by Cole. 


PFAHLER: “Retraction of the pylorus to the left is at 
times formed, and is likely due to the contraction of the 
lesser curvature caused by the disease.” 

CarMaAn: ‘A hypotonic stomach of an acute fish-hook 
form, with displacement to the left and down, is not 
uncommonly associated with ulcer, as a result of scar con- 
traction on the lesser curvature drawing the pylorus to the 
left.” 

LEONARD: “Since the favorite seat of callous ulcers is 
upon the lesser curvature, the contraction of their scar 
tissue gives rise to a shortening in the length of the lesser 
curvature. Haudek has pointed out that this gives rise 
to a dragging of the pylorus to the left, and has shown that 
a difference can be noted in the shape and position of the 
residue in the sinus and in its relation to the bulbus 
duodeni.” 

Mitts and CarMAN: ‘Perhaps crook-form would be 
more intelligible to us than snail-form, the stomach being 
apparently sharply bent on itself at the junction of vertical 
and pyloric portions. Carcinoma, strictly localized in the 
pyloric portion of the stomach, gives a somewhat similar 
picture, especially if the pars pylorica is obliterated.” 

Cote: “Extensive adhesions, involving the right side 
of the pars pylorica, drawing that portion of the stomach 
to the right and straightening out the greater curvature, 
the cap being of normal dimensions but angulated, and the 
sphincter being normal, suggest gall-bladder infection, 
with or without calculi.” 

VII. Perforating and Penetrating Ulcers of the 
Stomach 


While much has recently been written in 
America on the subject of penetrating and per- 
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forating ulcer, the point of view and treetment 
is essentially in correspondence with Leonard’s 
statement as given below. The extracts follow- 
ing are selected to show such minor differences 
as exist and to amplify the subject for the reader’s 
benefit. 


LEONARD: “The apparent rarity of the above mentioned 
ulcers is due to a lack of recognition rather than to the 
infrequency of their occurrence, as shown by Haudek, who 
first established their radiographic diagnosis. He has 
formulated their réntgenological symptom-complex and 
signs as follows: 

“1, A diverticulum-like projection from the stomach 
shadow, usually on the lesser curvature. 

“9, Movability of the bismu h mass by palpation. 

“3, The persistence of a bismuth shadow at this point. 

““4. A hemispherical collection of gas above this bis- 
muth shadow. 

‘5. The constant and marked contraction of the greater 
curvature of the stomach, at a point opposite to the 
shadow, approximating in form an hour-glass contraction. 

“*6. A displacement to the kcft of the pyloric portion of 
the storrach, especially noticeable in males, with a per- 
pendicular outline on the right border of the greater curva- 
ture. 

“7. A retardation of motility, so that six hours after the 
ingestion of the bismuth meal a large amount remains in 
the stomach. This residue is placed to the left of the 
median line when the ulcer lies high. 

“8. Antiperistalsis. 

“‘9. The presence of an acutely tender spot, with a sense 
of resistance on pressure, in the epigastrium in the region 
of the left rectus muscle. This is frequently seen in ulcer 
of the body of the stomach. 

“The symptom-complex for penetrating ulcer is the 
same as for perforating ulcer, except that the symptoms are 
less pronounced. 

“Tt is of practical importance to remember that these 
ulcers, while occurring most frequently on the lesser 
curvature, may be found in the anterior and posterior 
walls. During the examination, therefore, the patient 
must be rotated from side to side in order to bring ulcers 
in these positions to the profile of the stomach shadow. 
Although perforating ulcers are frequently found in con- 
nection with an hour-glass contraction of the stomach, due 
to scar-tissue, they are as frequently found without any 
hour-glass contraction. The characteristic réntgen picture 
in penetrating ulcer varies markedly from that of per- 
forating ulcer. Instead of the rounded diverticulum filled 
with bismuth and gas, there is only a slight bud or spur- 
like projection from the profile o. the stomach shadow.” 

Case: “One rarely finds a persistent bismuth fleck 
which can be proven to be a bismuth accumulation in the 
crater o! an ulcer. The projecting shadow will be found to 
move up and down during respiration when the perfora- 
tion is anterior in connection with the liver, but it will be 
immovable during respiration when the perforation and 
fixation have occurred in relation to the pancreas. This 
hour-glass deformity is usually partly spastic and partly 
organic, the spasm being due to gastric ulcer, the organic 
changes being due to perigastric adhesions.” 

Carman: “A bud-like projection from the contour of 
the bismuth-filled stomach (the nischen symptom) corre- 
sponding to the crater of a callous ulcer, is a definite and 
valuable sign. It will usually be on the lesser curvature 
when found, is rather easily recognized, and is not imi- 
—_ at least closely, by any other condition that I know 
re) hed 
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PrAHLER: ‘Retention of bismuth in the bed of the 
ulcer after the stomach is empty may occur even when no 
projecting shadow is present. This is true when the ulcer 
is on the anterior or posterior wall. I believe ulcer can- 
not be directly shown unless perforation to a considerable 
degree has taken place.” 


VIII. Spasmodic Hour-Glass Contraction 

Here, indeed, is a sign mentioned by all the 
writers, where confusion exists as to its cause and 
significance when applied to an individual case. 
While frequently found opposite an ulcer, and on 
this account considered of prime diagnostic 
import, statements included herein suggest 
frequent causes for this spastic notch other than 
the irritation of circular muscle fibers in con- 
tinuity, and force us to reconsider the underlying 
method of its production. If, as suggested, it 
may frequently be the result of vagus irritations 
elsewhere, its importance in connection with 
gastric ulcer is correspondingly decreased. Even 
the effect of antispasmodics on these incisure is 
so inconstant that in an individual case the 
differentiation between the so-called pseudo- 
contractions, the purely spasmodic contractions, 
and the contractions partly spastic and partly 
organic, is difficult or impossible in an individual 
case. However, the relative frequency of the 
sign and the ease with which it is observed 


guarantee a more satisfying explanation of its 
bearing on gastric and duodenal ulcer in the 
near future. 


Carman: “The incisura is an indentation of the greater 
curvature, usually in the vertical portion of the stomach, 
pars cardiaca, or pars media, of varying width and depth. 
Its production is believed to be due to the irritation of the 
ulcer, causing a spastic contraction of the circular muscle 
fibers in its plane; perhaps, in some cases, it is also due to 
infiltration and stiffening of these fibers. A true incisura 
is distinguishable from a peristaltic wave, not only by its 
depth, which is commonly greater than a peristaltic con- 
traction, but also by the fact that it does not move pylorus- 
ward. It persists in spite of vigorous palpation and is not 
effaced after the administration of belladonna to the pa- 
tient. False incisure occur not infrequently in which no 
ulcer or other organic lesion is found. They are probably 
due to spasm from reflex causes. In appearance they 
resemble true incisure, but they often move pylorusward, 
and usually disappear on palpatory manipulation or after 
the administration of an antispasmodic.” 

Case: “A spastic localized indrawing of the greater 
curvature is often seen at the level of an ulcer in the stom- 
ach. It was formerly considered that this spastic indraw- 
ing was pathognomonic of gastric ulcer at the level of the 
spasm, but later experience has shown the incorrectness of 
this supposition. The writer reported sixteen operated 
cases in which such a spastic indrawing on the lesser curva- 
ture was proven by operation to be associated with well- 
marked duodenal ulcer, no gastric ulcer being found at the 
site of the indrawing. Among other conditions in which 
this sign has been noted and where anatomical proof has 
been afforded of the absence of ulcer on the lesser curvature 
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at the level of the indrawing, have been a number of cases 
of gall-stones, carcinoma near the pylorus, appendicitis, 
and Graves’s disease. In fact, it seems that this spastic 
indrawing is a localized, especially deep tonic constriction 
of the stomach, the result of vagus irritation, and may be 
produced by any lesion which causes vagus irritation.” 

PraHLER: ‘‘Spasmodic hour-glass contractions com- 
monly occur in connection with acute or irritable ulcers, 
even though there be no perforation, projecting shadow, 
nor retention of bismuth in the bed of the ulcer. Multiple 
deep, spasmodic constrictions, affecting both curvatures, 
may occur in neurotic subjects.” 

E1sen: “The rapid onward movement of these deep 
peristaltic waves, although they nearly divide the stom- 
ach’s contents, cannot easily be confused with an inter- 
mittent hour-glass contraction, when examined fluoro- 
copically, although a radiograph may give this impression. 
Nevertheless, an intermittent hour-glass contraction due 
to a tonic contraction, and therefore a vagus stigma, from 
what source is not known, is often encountered in just such 
cases under consideration, where no stomach lesion of any 
kind exists. That the contraction is spastic, even if last- 
ing for some time, and not organic, can quickly be deter- 
mined. The true spastic nature of the hour-glass con- 
traction may be revealed by letting the patient draw in 
his lower abdomen, by effleurage, or by atropine injections, 
which influence the vagus. The hour-glass contraction, 
however, need not be a sign of a florid condition, as the 
pylorospasm seems to be. It is seen as well opposite the 
site of a florid gastric ulcer as of an ulcer scar, or it may be 
seen even at the point where an ulcer has been excised.” 


IX. Hour-Glass Contraction 

Being a definite deformity of the stomach, it 
seems unnecessary to mention that a person in 
possession of the technical ability to elicit some 
of these other signs should demonstrate this one 
with comparative ease. Before we attempted 
other work on gastric ulcer and before we knew 
of spasmodic hour-glass contractions, the radio- 
graphical demonstration of organic hour-glass 
was well established. The former mistakes in 
diagnosis due to deep peristalsis, spasmodic 
contractions, and faulty position of the patient 
were excusable, and yet to-day it is astonishing 
to see the prevalence of mistakes of this character. 
It is conceivable that in certain cases of malignant 
hour-glass contraction no differentiation from a 
contraction following ulcer could safely be made 
by X-rays alone. 


Exxiott: ‘‘The more permanent the hour-glass contrac- 
tion as to location, the more certain it is to be evidence of a 
pathologic lesion in the segment of the contraction.” 

Carman: “Organic hour-glass contraction of the stom- 
ach usually but not invariably accompanies diverticulum. 
Commonly, the canal joining the two segments is short and 
near the side of the lesser curvature. Organic hour-glass 
is differentiated from spasmodic or functional hour-glass 
by the persistence of the former after energetic palpation, 
or after the administration of belladonna for two or three 
days. Both these procedures, however, may fail occa- 
sionally to relax a spasmodic hour-glass. Organic hour- 
glass may also occur in penetrating ulcer without diver- 
ticulum.” 
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Leonarpb: ‘The benign hour-glass stomach is the sequel 
of callous ulceration of the lesser curvature of the stomach. 
The contracting scar tissue draws the greater curvature of 
the stomach, that lies opposite to the ulceration, over 
toward the thickened lesser curvature. It is because the 
ulcer is generally on the lesser curvature and the con- 
tracting tissue is drawn toward it that the connecting 
canal is typically found near the lesser curvature. In con- 
trast to this, the canal is situated centrally in malignant 
hour-glass contraction.’ 

Cote: “The constriction of the hour-glass stomach is 
usually narrow, having the appearance of a ring with clear- 
cut edges. It resembles a peristaltic contraction, except 
that it does not progress pylorusward nor relax during 
diastole. The upper segment is large in proportion io the 
lower one, which corresponds in size and shape to a normal 
empty stomach. The amount of chyme that collects in 
the lower segment depends upon the relative size of the 
constricting ring compared with the pyloric sphincter, and 
the activity of its peristaltic contractions. A deep peri- 
staltic or spasmodic contraction may so closely resemble an 
hour-glass stomach that one is not justified in making a 
diagnosis of such a condition unless two complete series of 
fourteen to twenty-four radiograms are made, preferably 
on subsequent days. In several cases much discredit 
has been cast on radiography because a diagnosis has been 
based on only three or four radiograms, and a deep peri- 
staltic contraction has been mistaken for an hour-glass 
stomach. In a series of radiograms the real peristaltic 
contractions relax with each diastole, and as they progress 
pylorusward they move up to the constricting ring, which 
remains stationary.” 


EVIDENCES OF DUODENAL ULCER 

As in the consideration of gastric ulcer, it has 
been thought most feasible to make use of the 
various writers’ original statements, transferring 
them in as complete a form as possible, and 
arranging them in topical groups, so that a 
résumé of the best consensus of opinion possible 
may be obtained by a single reading. 

If certain points pertaining to gastric ulcer 
have seemed to remain unsettled, the whole 
subject of duodenal ulcer from the réntgenological 
standpoint will seem more difficult, unless we 
conceive that there may be two general systems 
of approaching the subject, both of which are 
adequate. For we find, running through all the 
appended material, two general points of view 
of the entire subject, each of which modifies all 
the statements of its advocates. Practically, two 
schools of workers have evolved, one studying 
bismuth-filled viscera with the idea of noting all 
signs known to exist in duodenal ulcer; the other 
specializing on the intimate configuration of the 
duodenal and adjacent shadows with the idea of 
showing, radiographically, the direct effect of the 
ulcer mass or its sequela on duodenal outlines. 
The former school follows such a symptom-com- 
plex as is given below; the latter pays more 
attention to the classification of types of duodenal 
shapes seen under varying conditions, and has 
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adopted several unique phrases to describe the 
gross and minute malformations which bear so 
strongly on their inferences. As will be explained, 
the latter school insists upon a multiplicity of 
radiographs made in series, if not cinematograph- 
ically. 

The reader is therefore referred to the follow- 
ing material, which is self-explanatory and gives 
the authors’ meaning much more accurately 


than any possible restatement. 


PFAHLER: 
“Normal stomach shadow. 
“Increased peristalsis. 
“Normal pyloric outline. 
“A painful pressure-point over the duodenum. 
“Resistance at the pain-point evidences callous 
ulcer. 
“A remnant of bismuth outside the duodenal out- 
line, associated with resistance, and not easily 
movable, points to a penetrating duodenal ulcer. 
“Constrictions and secondary dilatations not 
produced by adhesions from extraduodenal affairs. 

(hk) “Occult blood in the stool in association with the 
above evidence would point to an acute ulcer.” 

Lockwoop: 

(a) “Upward displacement of the pyloric end of the 
stomach, fixing it in an oblique or horizontal 
position. 

(b) “Intermittent pyloric contractions. 

(c) “Indentations of the cap, not caused by the 
descent of the second portion of the duodenum. 

(d) “A shadow of bismuth remaining on the cap, after 
the stomach and remainder of the duodenum are 
completely evacuated. 

“Very rarely, sharp contractions of the duodenum. 
if) “Radiographic evidence of hypersecretion.’ 
GEORGE: 

1. “Signs usually emphasized — 

(a) “Abnormally marked peristalsis. 

(b) “Gastric hypermotility. 

2. “Signs of varying value and occurrence — 

(a) ‘‘Persisting fleck of bismuth in upper duodenum. 

(6) ‘‘Haudek’s niche, of penetrating ulcer. 

(c) “A tender-point corresponding to the position of 
the duodenum. 

(d) “Stenosis of the duodenum 
bismuth, 

(e) “Fixation of the pylorus and first portion of the 
duodenum. 

“All the above-mentioned signs, if present, merely 
support the clinical diagnosis, but very rarely make it 
positive. We believe that the chief trouble, in all this 
method up to now, has been that too much reliance is 
placed upon purely fluoroscopical findings.” 

2ASE: 


with retention of 


“Abnormalities in the emptying time. 

“Changes in gastric tonus. 

“Spastic indrawing of the greater curvature of 
the stomach. 

“fA subjective pain-point, corresponding with the 
shadow of the duodenum. Pressure pain-point. 
‘Gastric peristalsis, normal except for changes in 
rate and intensity. Antiperistalsis. 

“Filling defects in duodenal bulb. 

“Persistent fleck of bismuth in the crater of an old 
ulcer. 

“Duodenal stasis.” 
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EVIDENCES OF DUODENAL ULCER CONSIDERED 
TOPICALLY 
I. Emptying Rate of the Stomach 


Case: ‘‘If the meal has not been a large one, the stom- 
ach may be entirely emptied within an hour; when the meal 
is larger, delayed pylorospasm may be set up and a small 
residue remaining longer than six hours may result. In 
the majority of cases quick emptying will be observed. 
Duodenal ulcer cases which do not exhibit this quick 
emptying are those where actual mechanical obstruction 
exists, as by cicatricial constriction. Rapid emptying is 
also observed in cholelithiasis; in perforated gastric ulcer 
with adhesions to the pancreas; in extensive gall-bladder 
region adhesions; and in early carcinoma of the pylorus, 
where an infiltrating process renders the sphincter patent 
but has not yet produced actual stenosis. Hypermotility 
at first, with later delay, is suggestive of duodenal ulcer.” 

Leonarp: “In superficial ulcer of the duodenum the 
emptying time of the stomach is normal or decreased, in 
contrast to the delayed emptying in cases of gastric or 
pyloric ulcer, which produces a spasm of the pylorus.” 

PFAHLER (Cites Haudek’s statement): ‘‘ Not infrequent- 
ly a bismuth-in-water mixture passes through the pylorus 
immediately after taking, either spontaneously or by 
effleurage, which is in contrast to pyloric ulcer.” 

GeorGE: ‘The question of whether or not there is 
stasis of the stomach after six hours, when the ducdenal 
ulcer is active or cicatrized, is no simple one. There is 
always a balance between nervous and mechanical forces, 
which varies from case to case, and is of such a nature that 
it is useless to attempt to predict from one case to another. 
Therefore, while the presence of gastric hypermotility may 
help us diagnostically in a case of suspected duodenal ulcer, 
yet its absence, or even the presence of gastric stasis, does 
not rule it out by any means.” 


II. Changes in Gastric Peristalsis 
Case: “In cases of duodenal ulceration, the peristaltic 


waves may be perfectly normal. In cases of pyloric ulcer, 
other than simple ulcer, the peristaltic waves are usually 
exaggerated in depth and often in number. In both 
pyloric and duodenal ulcer, the peristaltic waves proceed 
clear to the pylorus without hindrance.” 

LEONARD: ‘‘The peristalsis of the sinus is more marked 
in duodenal than in gastric ulcer, and the pylorus opens 
more frequently.” 

Georce: “Abnormally marked peristalsis is an im- 
portant sign if it is found. Exaggerated peristalsis may 
be absent in many cases definitely proved at operation to 
be duodenal ulcer. ” 


III. Changes in Gastric Tonus 


Case: “The stomach is hypertonic or orthotonic in 
duodenal ulcer, but usually hypotonic or atonic in pyloric 
ulcer. Marked delay in the clearance of the stomach, 
associated with gastric dilatation, is likely to be due to a 
benign cicatricial obstruction; . ..in the majority of 
cases, pyloric obstruction with marked stasis without 
gastric dilatation is significant of a carcinomatous pyloric 
obstruction.” 

LeonarD: ‘‘The stomach generally has the hypertonic 
form, the pylorus and greater curvature lying above the 
umbilicus. The stomach is not dilated in its lower pole as 
in gastric or pyloric ulcer.” 


IV. Pain-Points 
Case: “A subjective pain-point corresponding with the 
shadow of the duodenum is very significant. Pain or 
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pressure over the duodenal shadow is significant of duo- 
denal adhesions, and, though often due to complicated 
duodenal ulcers, may also be due to other causes, as, for 
instance, cholecystitis. A case of uncomplicated duodenal 
ulcer probably will not exhibit any point of pain on pres- 
sure. 

LeonarD: “A point of tenderness upon pressure is 
located over the bulbus duodeni, and the patient, if asked 
to locate the point of pain, usually places the finger over 
this spot.” 

PraHter: “A painful pressure-point may be found over 
the duodenum, and it should move upward with the in- 
drawing of the abdomen (Haudek). Resistance at the 
—_ location as the painful point is evidence of a callous 
ulcer. 

E1sen: “In duodenal ulcer a point of tenderness may 
correspond with the site of the bulbus duodeni shadow, but 
this sign is only of value when it can be ascertained that 
the projected area belongs to, i.e., moves with, the bowel.” 


V. Spastic Manifestations 


Here we find the observation by Case of a 
spasmodic contraction in the stomach not in- 
frequently associated with duodenal ulcer, as was 
mentioned under the discussion of such con- 
tractions in gastric ulcer. The frequency with 
which Case has seen this warrants him in setting 
it down as a new sign often associated with ulcer 
of the duodenum. In this connection he and 
Leonard make the following deductions: 


Case: “A spastic indrawing of the greater curvature is 
often seen at the level of an ulcer of the stomach. It was 
formerly considered that this spastic indrawing was 
pathognomonic of gastric ulcer at the level of the spasm. 
In sixteen operated cases of duodenal ulcer this spastic 
indrawing, high up on the greater curvature, was noted. 
In other cases of duodenal ulcer this sign was absent or 
variable. In differentiating between a spasm due to gas- 
tric ulcer and spasm due to duodenal ulcer, it is observed 
that in duodenal ulcer there is no pain-pressure point over 
the lesser curvature corresponding to the level of the 
spastic indrawing; on the contrary, there is pain on pressure 
over the duodenum, and manipulation of the duodenal 
region increases the depth of the spastic indrawing.” 

LeonarD: ‘Spasms of the duodenum due to neuroses 
produce transient symptoms that are characteristic of 
ulcer or mild stenosis, but can be differentiated by their 
amenability to appropriate medical treatment.” 


VI. Persistent Fleck of Bismuth in the Ulcer Crater 


Case: ‘Rare. More commonly the duodenal bulb 
retains a residue of bismuth for some time after the stom- 
ach has been emptied; but this residue is larger than the 
crater of an ulcer, and does not, except in rare cases, cling 
to the ulcer crater.” 

PFAHLER: “A remnant of bismuth outside the duodenal 
outline, associated with resistance and not easily movable, 
points toward a penetrating duodenal ulcer.” 

LEONARD: ‘Penetrating ulcer of the duodenum is 
infrequent, and has in addition to the symptoms of super- 
ficial ulcer the characteristic diverticulum outside the 
normal shadow of the duodenum, which persists as a small 
bismuth fleck after the duodenum is empty.” 

GeorceE: “This sign is sometimes of great value, but it 
is inferior to the more exact method of studying the duo- 
denum that we describe later (serial radiography).” 














Core: “Radiographs made from four to six hours after 
the ingestion of bismuth and buttermilk frequently show a 
deposit of bismuth in the cap after the stomach, the re- 
maining portion of the duodenum, and the jejunum are 
completely evacuated. This retention is most often 
observed in cases where the appearance of the cap in the 
plates, taken immediately after the bismuth meal, is not 
normal. I believe that it is this retenticn in the cap which 
has frequently been considered an accumulation of bismuth 
on the surfaces of an ulcer. In some such instances, an 
ulcer of the stomach or duodenum may exist, and the 
absence of peristalsis in the cap due to adhesions will cause 
the accumulation.” 


VII. Abnormalities in the Filling of the Duodenum 


Case: ‘‘Where the duodenal bulb persistently fails to 
fill, the indication is duodenal ulcer or periduodenitis, with 
resulting adhesions. The same has been seen in pan- 
creatic carcinoma. Sometimes duodenal ulceration causes 
a persistent filling defect in the shadow of the duodenal 
bulb. Unusual filling of the entire duodenum is a frequent 
observation in cases of duodenal irritation, not only in 
duodenal ulcer, but in gall-stones or periduodenal adhesions 
from any cause. This unusual visibility of the duodenum 
is an indication rather of a patent pylorus than of lag in the 
motility of the duodenum. When the cicatrix attending 
duodenal ulceration obstructs, the filling of the duodenum 
is very characteristic, marked distention of the duodenum 
being present on the upper side of the constriction.” 

LEONARD: “A condition characteristic of all ulcers of the 
duodenum is the retention of the opaque chyme in it for a 

onger pcriod than normal, as the result of a mild stenosis, 
possibly spasmodic, at the duodenojejunal juncture. 
Stenosis is characterized by an abnormal repletion and the 
presence of visible peristalsis and antiperistalsis. The 
character of the stenosis, whether it is spasmodic — 
cicatricial, due to pressure of bands from without, or the 
result of new-growths, cannot in the majority of cases be 
determined by the réntgen method.” 

PFAHLER: ‘‘Constrictions and secondary dilatations may 
result from the contraction of a callous duodenal ulcer, but 
similar effects may be produced by other forms of ad- 
hesions, and therefore the evidence must only be con- 
sidered confirmatory.” 

GEORGE: “Stenosis of the duodenum may manifest 
itself by retention of bismuth. This is induced by cicatri- 
cial changes or spasm,’ usually at some point in the trans- 
verse portion. The great majority of duodenal ulcers 
occur in the first portion of the duodenum; therefore, this 
particular sign is of no value in most of the cases.” 

Eisen: “If the obstruction, therefore, is nearer the 
pylorus and within the first superior part of the duodenum, 
the principal factors upon which to rely are the aforesaid 
phenomena of an overactive stomach, an open or insuffi- 
cient pylorus, and a constantly filled bulbus duodeni. 
When the stenosis has become complete there is sometimes 
seen, from the pylorus on, a continuous finger-like pro- 
jection to the point of a stenosis, which, as said, a radio- 
graph will aptly reveal. That there is really a spasm at 
the site of, or directly above, a florid ulcer, has not been 
definitely proven.” 


VIII. Constant Changes in the Configuration of the 
Duodenum 
Exuiotr: ‘The bulbus duodeni has a constant and 


definite appearance upon the plate during the systole of 
the pyloric end of the stomach, any variation of which, 
within normal limits, should receive due consideration in 
the interpretation of the plate.” 


MONTHLY COLLECTIVE REVIEW 
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GeorceE: ‘What we are able to recognize in the duode- 

num is not the duodenal ulcer per se, that is, the actual 
mucous membrane erosion, but we demonstrate on the 
bismuth mass of cicatricial contraction stenosis, perfora- 
tion, adhesions, and penetrating effect of a chronic ulcer.” 

Core: ‘The induration surrounding an ulcer projects 
into the lumen of the cap, causing a displacement of bis- 
muth, as constant as one’s finger-prints in a ball of putty. 
It may be so small that its projection presents only a con- 
stant dent in one side of the cap, or it may be so extensive 
as to distcrt the lumen of the cap beyond recognition. 
The induration may involve one-half of the cap without 
distorting the other half. In such a case, the entrance 
of the lumen of the pyloric sphincter is an important guide 
in determining the center of the cap. The puckering from 
the cicatricial contraction may cause a deformity equally 
as great as the induration. Indeed, it is doubtful if one can 
determine radiographically whether the deformity is due to 
induration or adhesions, or which predominates. If one 
radiograph out of fifty shows a perfectly symmetrical cap 
and a normal pyloric sphincter, as previously described, 
one is justified in making a negative diagnosis of post- 
pyloric ulcer. if the cap is contracted and worm-eaten, 
but not drawn to the right, and the duodenal surface of 
the sphincter is irregular, duodenal ulcer should be con- 
sidered.” 

Case: ‘Defects in the duodenal bulb constitute one of 
the chief réntgenographic means of recognition of duodenal 
ulcer and its complications. Filling defects in the duode- 
nal shadow, to be interpreted as ulcer should be differ- 
entiated from the normal defects due to hepaticoduodenal 
ligament and the deformities of the bulb due to extra- 
duodenal pressure, as, for instance, gall-bladder, blood- 
vessels, second portion of the duodenum, etc. The defects 
due to gall-bladder region adhesions are very charac- 
teristic; the defect occurs on the gall-bladder side of the 
bulb shadow, but the bulb is otherwise anatomically 
normal.” 

Eastmonp: “When the ulcer is old the adhesions or 
cicatrization will produce a marked irregularity in the 
outline. This irregularity is constant and persistent, and 
is seen by preference on the left side in distinction to the 
right-sided adhesions in gall-bladder disease, but they may 
be general.” 

Core: ‘The manner in which the cap lies between the 
gall-bladder on the right and the common duct on the left, 
and the fact that slight adhesions prevent its normal dilata- 
tion, must always be borne in mind. When the adhesions 
involve the cap only, it is asymmetrical, contracted, 
ragged, or absent. Frequently a small indentation is 
observed either on the right or left side of the cap. This 
may be caused either by pressure from the second portion of 
the duodenum, where it descends from the top of the cap, 
or by the common bile duct, which is in close proximity on 
the left. This indentation might readily be mistaken for 
an ulcer of the duodenum.” 


RESUME DEVELOPS INTERESTING FACTS 

A survey of these excerpts brings to light the 
following facts: 

1. Inthe hands of a competent and experienced 
observer the réntgen method may be of consider- 
able service in the diagnosis of gastric and 
duodenal ulcer. 

2. The majority of observers obtain their 
data by the combined use of the fluoroscopical 
screen and the radiograph. 
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3. There is as yet a sufficiently wide divergence 
of opinion concerning the diagnostic value of 
certain signs as to make the reader cautious in 
accepting the present views as final. 

4. There is more perfect agreement on the 
radiological signs due to the mechanical deform- 
ities from callous ulcers and their sequelz than 
on signs due to the irritation of florid ulcers or 
the irritable scars of ulcer. 

5. The lesions accounting for a spasmodic 
indrawing of the greater curvature are becoming 
more numerous. Is there an underlying etiolog- 
ical factor which will explain all cases? 

6. In the study of the duodenum there have 
developed two schools of workers; one, the 
followers of the European writers, which takes 
cognizance of all demonstrable changes in motil- 
ity, mobility, and configuration, due to duodenal 
ulcers and their sequela; second, headed by 
Cole, who believe that all post-pyloric ulcers 
produce such an effect upon the duodenal walls 
as to make persistent changes in the configura- 
tion of the duodenal shadow. This is to be 
recognized by a study of a considerable series of 
radiographs. 

7. While it is generally admitted that the 
radiology of the duodenum is incomplete, it 
would appear from the above citations that the 
percentage of accurate inferences regarding 
duodenal ulcer was greater when the method of 
serial radiography was used. 
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The literature would indicate that there 
will be no cessation of interest in this field during 
the present year. We, therefore, anticipate a 
great deal of progress and perhaps a final settling 
up of some of the disputed signs. 

The next contribution of which we have knowl- 
edge will be from Carman, in which he will present 
the radiology of duodenal ulcer with data from a 
large number of cases operated at the Mayo 
Clinic. 
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Frank, L.: The Use of Iodine in Abdominal 
Surgery. Am. J. Obst., N. Y., 1913, lxix, No. 5. 

By Surg., Gynec. & Obst. 

Frank concludes, from experimental work which 

he has carried out on dogs, that iodine should never 

be used inside the abdomen, because it is toxic and 

produces adhesions; and that when it is used for 

preparation of the abdomen, the intestines should 

be protected from contact with the skin so treated, 

to prevent adhesions forming. 

N. Sproat HEANEY. 


Alcohol 
Vrach Gaz., 


Saussailoff, M., and Telitschenko, E.: 
Dressings (Uber Spiritusverbiinde). 
1913, XX, 1206. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The authors carried out a series of laboratory 
experiments to determine the disinfecting properties 
of alcohol. They found that various kinds of 
bacteria, such as tuberculosis, anthrax, etc., which 
were kept for as long as 24 hours under alcohol 
and then put in bouillon, showed abundant growth; 
those kept in 70 per cent alcohol showed the least 
growth. In another series of experiments they found 
that the addition of a little 10 per cent alcohol to 
the bouillon prevented all bacterial growth; the same 
result can be obtained by the addition of 5 per cent 
alcohol and o.o1 per cent iodine to the bouillon. 

The skin of several physicians and _ hospital 
attendants was washed with alcohol, and small bits 
of the skin placed in a nutrient medium; only in 
the case of one laboratory assistant was there any 
growth of the bacteria; in 20 per cent of the experi- 
ments with him there was growth. 

From these experiments the authors conclude that 
alcohol is not a disinfectant in the sense of absolute- 
ly killing the bacteria, but that it limits their in- 
crease and growth. After the conclusion of these 
experiments the authors tried alcohol dressings. 
They were used at first only on small wounds, later 
on large ones. A few patients complained immedi- 
ately after the application of the dressing of a 
burning pain in the wound, but this soon dis- 
appeared. In the course of two years over 10,000 
alcohol dressings were used with excellent results. 
Large and small infected wounds healed by first 
intention without suppuration; some necrotic 


pieces of skin resulting from trauma were mummi- 
fied without undergoing suppuration or putrefac- 
tion; and infected wounds which were sutured re- 
covered by first intention under the alcohol dress- 
ings. Suppurating wounds became clean very 
quickly, especially when the alcohol was brought 
into contact with the whole suppurating surface. 
In this event, however, the formation of granulations 
was somewhat delayed. The technique is given as 
follows: The wound itself and the surrounding skin 
are carefully cleansed with gauze dipped in alcohol, 
and then four to twelve layers of gauze dampened 
with alcohol are laid over the wound and covered 
with paraffin paper; after this, linen bandages are 
applied as usual. The dressing is left on from one to 
two days. , 
The authors emphatically recommend alcohol 
dressings in infected wounds and in cases where 
circumstances prevent the carrying out of absolute 
asepsis. Von Hotst. 


ANAESTHETICS 


Janeway, H. H.: Intratracheal Anesthesia from 
the Standpoint of the Nose, Throat, and Oral 
Surgeon; with a Description of a New Instru- 
ment for Catheterizing the Trachea. Laryngo- 
Scope, 1913, Xxiii, 1082. By Surg., Gynec. & Obst. 

The author refers to the value of intratracheal 
insufflation in nose, throat, and oral operations, 
pointing out the utter inadequacy of the old methods 
by inhalation from any kind of cone, and points 
out that the advantage of insufflation is not merely 
convenience to the operators, but that it is an 
evener and safer anesthesia. He shows that 
pharyngeal insufflation (nasal or oral) has the same 
advantage and is usually much preferable to rectal 
anesthesia, judging from the limited use of the 
latter. It has simplicity to recommend it, while in 
intratracheal insufflation, in spite of its greater 
complications and the skill required in its adminis- 
tration, it has in its favor the steady outflow from 
the trachea of the air current, helping to prevent 
inhalation of blood and mucus. Intravenous anes- 
thesia, the newest attempt to accomplish the ideal 
method for these operations, has much to commend 
at. 

The aim of the article is to introduce, for over- 

coming the chief difficulty in intratracheal insuffla- 

tion, a new speculum for catheterizing the trachea. 
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This is a tubular speculum, electric-lighted from 
dry cells in the handle, developed, apparently, from 
the Jackson bronchoscope, and having just enough 
curve of the distal (laryngeal) end to allow inspec- 
tion of the larynx while the catheter is slid through 
it into place. This inspection is provided for by an 
indirect method with one instrument, a small 
mirror reflecting the image and allowing a consider- 
able curve in the speculum; but with another 
instrument by a direct vision of the larynx, this 
being an advantage, though the curve of the instru- 
ment is less, for direct inspection of the larynx is 
very important before catheterizing. 

To emphasize this he describes some features of 
his intratracheal apparatus, which is equally adapt- 
ed for ether or nitrous oxide and oxygen. The 
anesthetic vapor introduced directly from the 
apparatus to the trachea is vaporized, warmed, and 
moistened. Automatic interruption of the current 
providing for periodic deflation of the lungs, the 
relative amount of ether used is controlled both by 
the air passing above the ether and, if desired, 
through it. A modified form of apparatus is sug- 
gested to provide one small and portable for uni- 
versal use. One of the useful fields for intratracheal 
insufflation is gastroscopy, as well as bronchoscopy, 
for a smooth anesthesia js here indispensable for 
the best work. Frank W. PINNEO. 


Hazelhurst, F.: The Kuhn Method of Peroral 
Narcosis. Laryngoscope, 1913, xxiii, 1091. 
By Surg., "Gynec. & Obst. 


The author adds his experience with nine cases 
to the others recorded, in using Kuhn’s metal tube 
for operations about the mouth and nose. This 
method of intubating the larynx for anesthesia, 
first published by Kuhn in 1900, is with a flexible 
metal tube of unique type, having a firm handle 
held in one hand, while with the other an ‘“‘intu- 
bator,”’ resembling O’ Dwyer’s, inserted through the 
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Worthington, T. C.: Empyema of the Frontal 
Sinus with Exposed Dura, Cured by Oblitera- 
tion of the Sinus. Laryngoscope, 1913, xxiii, 1073. 
By Surg., Gynec. & Obst. 
A case is described in which the patient, aged 35, 
had had trouble with his nose, as long as he could 
remember, viz., difficult nasal respiration, especially 
on the right side, with a great amount of mucus 
from the nose and nasopharynx. For over two 
months previous to the operation he had suffered 
from attacks of vertigo. A radical operation was 
performed, the sinus showing evidence of chronic 
disease. Near the upper margin of the posterior 
wall the dura was exposed over an area one-fourth 
by one-half inch in extent. The wound had healed 
by granulation and the sinus had become obliterated 
125 days after the radical operation had been per- 
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tube, introduces the latter into the trachea and is 
then withdrawn. The results showed no injury to 
mucous membranes, no hoarseness, occasional but 
transient soreness of throat, and a satisfactory 
anesthesia. In one case, of a child, the tube, being 
too large, caused obstruction to respiration and 
was abandoned. Frank W. PINNEO. 


Braun, H.: Use of Potassium Sulphate to 
Strengthen the Local Anesthetic Effect of 
Novocaine (Uber die Potenzierung der ortlichen 
Novocainwirkung durch Kaliumsulfat). Zentralbl. f. 
Chir., 1913, XL, 1513. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author performed a series of experiments on 
himself and confirmed Kochmann’s and Hoffmann’s 
assertions that the anesthetic effect of novocaine is 
markedly increased by the addition of potassium 
sulphate. He does not, however, agree with Hoff- 
man’s opinion that with the addition of potassium 
sulphate a o.1 per cent solution of novocaine be- 
comes as effective as a 0.5 per cent solution without 
it, for the anesthetic effect of the former is much 
less and is not so reliable. He recommends, 
therefore, that potassium sulphate should be added 
to the solution, but that the concentration of novo- 
caine should be the same as usual. Only in cases 
where very large amounts of the anesthetic is used 
the concentration may be reduced to 0.25 per cent. 

Novocaine poisoning need not be feared even with 

the stronger concentration, provided one bears in 

mind the readiness with which suprarenin is decom- 
posed and uses only fresh solutions. Beginning 
decomposition of the suprarenin is manifested by the 
red color of the solution. Four per cent of potassium 
sulphate should be added. If Héchster’s novocaine- 
suprarenin tablets are used they should be dissolved, 
not in physiological salt solution, but in a solution of 

7 parts salt, 4 parts potassium sulphate, and 1000 

parts water. TIEGEL. 
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formed. The author calls especial attention to the 
fact that nasal irrigation was not used at the time of 
operation, owing, in his opinion, to the danger of the 
irrigating fluid entering the orbit. 

In conclusion, it is stated that this case shows the 
necessity of radical treatment of nasal accessory 
sinus disease, as repeated small external openings 
performed previous to the radical operation had 
given no relief. He reports the patient as well a 
year after the treatment. W. H. Jamieson. 


Skillern, R. H.: Untoward Results Following the 
External Operation on the Frontal Sinus; a 
Critical Review of Twenty Cases. Laryngo- 
scope, 1913, XXili, 1063. By Surg., Gynec. & Obst. 


The results are taken from all the cases which 
had come under the care of the author, the Killian 
operation having been performed in each case. 

















The untoward conditions which may follow the 
operative procedure are enumerated, viz: 

1. (Edema of eyelids, particularly the superior. 

2. Paralysis of the upper lid. 

Continuation of the discharge. 
Fistula or abscess formation. 
Hemicranial anesthesia. 

Neuralgia — (a) local, (6) hemicranial. 

7. Deformity — (a) sinking in of forehead, (0) 
contraction of scar, (c) falling in of eyebrows, (d) 
excessive growth of eyebrows, (e) keloid. 

8. Formation of pneumatocele. 

g. Temporary and permanent diplopia. 

10. Blindness on operated side. 

1. (Edema of the eyelids occurred in every case, 
and in one case, with tuberculous history, it was 
permanent and of a recurring nature. 

2. Paralysis of the upper lid was present in 
every instance immediately after the operation, and 
in two cases it showed a disposition to become per- 
manent. 

3. The length of time the discharge will continue, 
he considers, depends largely on the extent of the 
surgical intervention. This discharge gradually 
diminishes in amount and consistency, and in 50 
per cent of his cases continued indefinitely, despite 
frequent application of the various silver prepara- 
tions. 

4. Fistula and abscess formation are classed as 
primary and secondary, the primary occurring 
before healing, the secondary being those resulting 
from reinfection and appearing long after the ex- 
ternal incision has healed. He reports two cases of 
primary and three of secondary, resulting in abscess 
formation along the line of incision. Necrosis and 
breaking down of the ridge of bone did not occur in 
any of the cases. 

5. Hemicranial anesthesia occurred in every 
case, due to the severance of the supra-orbital nerve. 
This was accompanied by varying degrees of dis- 
comfort, the complaints being limited entirely to 
the females. Sensation returned in every case, the 
time required for the process varying markedly, six 
months being sufficient in the majority of cases. 
According to the author, there appears to be some 
connection between the duration of the anesthesia 
and subsequent neuralgia, and he thinks that in all 
the cases in which the hemicranial anesthesia was 
unduly prolonged, neuralgic manifestations sub- 
sequently appeared. 

6. He considers neuralgia as one of the most 
annoying sequel. It occurred in seven of the series, 
but in only two cases were the symptoms severe 
enough to require surgical interference. In one, 
despite resection of the nerve, the neuralgia re- 
curred. 

7. In the classification of the series there were 
thirteen practically undeformed; in four, there 
were slight depressions over the operated eyes and 
some contraction of scar tissue along the descending 
incisions, due to reinfection. In two cases the result 
was not quite so good, one due to a marked depres- 
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sion above the eye, the other to a persisting oedema. 
Another case showed considerable deformity, due 
to the depression and scar-tissue contraction as a 
result of tearing of the skin during the operation. 

8. The formation of pneumatocele in two cases 
was noticed on blowing the nose, at the time of the 
first dressing. Firm bandaging caused this to 
disappear. 

9. Diplopia was present in fourteen of the cases 
on removing the first bandage; this disappeared in 
the majority of cases in a few days. In eleven, the 
diplopia had completely disappeared at the end of 
one month; in one case it lasted for nearly four 
months; and in two it appeared permanently. 

10. Blindness on the side operated on occurred 
in one of the latter cases, in which the disease in- 
volved the frontal, entire ethmoidal and sphenoidal 
sinuses. There was nothing unusual noted regard- 
ing the operation, and it was only on removing the 
first dressing that the eye was discovered to be 
sightless. The blindness was permanent. The 
author advances as possible explanations: (1) 
Fracture into the optic foramen; (2) the optic nerve 
may have become surrounded by an extravasation 
of blood, which became organized; (3) a dehiscence 
may have existed in the sphenoidal sinus, and the 
optic nerve sheath was injured while opening the 
sinus; he considers the latter the most plausible 
explanation. He refers to two similar cases reported 
by Knapp and Freudenthal and reviews the cases 
in detail. W. H. Jamteson. 


Pussep, L. M.: Radical and Palliative Methods 
of Operation for Brain Tumors, Based on 24 
Cases by the Author (Die radikalen und pallia- 
tiven Operationsmethoden der Hirntumoren auf Grund 
eines eigenen Materials pa ag Fallen). Verhandl. d. 
XII Kong. russ. Chir., 

By Zentralbl. t z = Chir. u. i. Grenzgeb. 


The author reports 24 cases of his own operated 
on during the last two and one-half years. Very 
recent cases, two months or less after the operation, 
are not reported. Radical operation was performed 
15 times; 5 times trephining was done for decom- 
pression, and in 2 of these cases there was permanent 
drainage of the ventricle. In the cases of radical 
operation the tumors were localized as follows: 
2 in the motor cortical region; 1 in the centrum 
semiovale, 1 in the temporal lobe; and 1 (a cyst) in 
the pineal gland. Once there was a diffuse tumor 
formation noted in the dura and cerebral cortex. 

There were five cases of operation for tumors of 
the cerebellopontine angle. There were two tumors 
of the vermis of the cerebellum and one of the pons 
and the left hemisphere of the cerebellum. As to 
the character of the tumors, there were one en- 
dothelioma, 1 glioma, 8 sarcomata, 1 carcinoma, 3 
cysts, and 1 fibroma. The radical removal of the 
tumor was accomplished in 11 cases; of these 6, or 
55 per cent, recovered. One of these, however, died 
five weeks after the operation. Of 4 tumors of the 
cerebrum, 1 died of pneumonia, three weeks after 
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the operation; of 6 tumors of the posterior fossa, 
4 died. In cases where there is great pressure on the 
brain and radical removal cannot be considered, 
Pussep recommends permanent drainage of the 
ventricle, according to the method described by 
him. 

He comes to the following conclusions: 

Even deep-seated tumors may be removed rad- 
ically if they can be accurately localized. In tumors 
of the cerebellopontine angle, the removal of the 
bone is to be preferred to the osteoplastic method, 
as the mortality is less. Tumors of the pineal gland 
are accessible to operation. 

Pussep believes that palliative operations should 
be decreased in favor of radical ones, and that 
operations in the posterior fossa of the skull should 
be performed in two stages, even if the general con- 
dition is good, but that operation in one stage is pref- 
erable for the cerebrum. HESSE. 


Frazier, C. H., and Lloyd, J. H.: A Case of Tumor 
of the Hypophysis, Partially Removed by the 
Transfrontal Method of Approach. J.Am.M. 
Ass., 1913, Ixi, 1626. By Surg., Gynec. & Obst. 

The hypophyseal case here presented is note- 
worthy because of the absence of a distinct cachexia 
of either acromegaly or of dystrophia adiposogeni- 
talis, but with pressure symptoms, manifested by 
blindness with headache and vomiting, and present- 
ing, under the X-ray, evidence of a pituitary tumor. 
Pain in the limbs was an unusual feature and the 
authors conceive it to be due to pressure on the pain 
tracts by the pituitary lesion. 

When preparing for the transfrontal approach to 
the hypophysis, the size of the frontal sinuses is 
studied by transillumination and the réntgeno- 
gram, though the latter has been found unreliable. 
The smaller was selected and an incision was made 
following the supra-orbital ridge from the external 
angular process to the median line. The second 
limb extended upward in the median line, one inch 
within the hair-line, and the third ran within the 
hair-line to a point on a level with the external 
angular process. An osteoplastic flap was then 
reflected and the frontal lobe exposed, the latter 
being retracted upward and a wedge-shaped section 
of the supra-orbital ridge was removed. The 
balance of the orbital roof was removed, with ron- 
geur forceps, down to the optic foramen and the 
dura incised a distance of 0.5 cm. above the base 
of the skull from one anterior clinoid process to the 
other. A soft reddish mass was found filling the 
sella turcica and this was in part removed. The 
bone flap was then replaced and the external wound 
closed. 

Histologically, the tumor proved to be sarcoma 
with telangiectatic characteristics. During con- 
valescence there was marked cedema of the face, 
and pain was present in the extremities and thorax 
for two weeks. The blood-pressure, which was low, 
was not affected in the slightest by either pituitary 
extract or epinephrin in continued and ascending 
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doses. The advanced state of optic atrophy pre- 
cluded any improvement in vision. 

The authors wish to emphasize the advantages 
offered by the transfrontal route in the facility of 
exposure, the opportunity of determining with 
some accuracy the extent of the tumor, the avoid- 
ance of contamination by the nasal secretion, and 
the splendid cosmetic results. FE. K. ARMSTRONG. 
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Barthélemy and Fairise: Branchial Epithelioma 
Involving the Submaxillary Glands (Epithéli- 
oma branchial du cou inclus dans la glande sous- 
maxillaire). Rev. méd. de l'Est, 1913, xlv, sot. 

By Journal de Chirurgie. 

Barthélemy and Fairise report a branchial 
epithelioma involving the whole submaxillary gland 
in a man of 48. Thetumor, which was as large as a 
pigeon’s egg, had been noticed two months before 
and diagnosed as adenitis. It was incised and 
found to be filled with a liquid resembling pus, but 
there was no solid tissue and no cystic wall. The 
cavity was curetted, but very soon ulceration began. 
It extended rapidly and, seven months after the 
first appearance of the tumor, the patient died of 
pharyngeal hemorrhage. 

Examination of the material obtained by curettage 
showed an epithelioma of the intraglandular pave- 
ment type. As there is no epithelium in the sub- 
maxillary which could give rise to a pavement 
epithelioma it must be assumed that it was of 
branchial origin. 

Intraglandular branchial epitheliomas are very 
rare. The authors could find only one other au- 
thentic case, that reported by Fredet and Chevassu 
in the parotid. In a great many other cases re- 
ported there was only secondary invasion of the 
gland. The real branchial epitheliomas develop 
from the epithelial débris of the primitive branchial 
cleft. 

This case shows the extreme malignancy of these 
tumors, which ulcerate and extend very rapidly 
and are accompanied by a very intense inflammation. 
It also shows the necessity for early extirpation of 
small tumors of the neck, which are generally 
diagnosed as adenitis and are sent to the surgeon 
only when malignancy is so far advanced as to 
make extirpation hopeless. ‘Though they are often 
only glandular, still they are sometimes branchio- 
matic. They may be benign even then if they are 
mixed branchiomas, that is, if they are derived from 
the branchial arches which give rise to complex 
connective-tissue tumors; but they may be excessive- 
ly malignant if they are branchial epitheliomas, that 
is, if they are derived from the branchial clefts. 

J. Dumont. 


Farrant, R.: Hyperthyroidism: Its Experimental 


Production in Animals. Brit. M. J., 1913, ii, 
1363. By Surg., Gynec. & Obst. 
Thyroid feeding was carried out in cats, rabbits, 
guinea pigs, and dormice. Fur changes were pro- 












duced, loss of weight, bodily weakness, diarrhoea, 
tachycardia, occasional glycosuria, disappearance of 
fat, muscular wasting, degeneration of the heart, 
liver, and kidneys, enlargement of the islets of Langer- 
hans, and hemorrhagic changes in the intestine. 
No exophthalmos was produced and no changes 
were produced in the ductless glands or lymphoid 
system. M. S. HENDERSON. 


Von Wagner, J.:_ Surgical Treatment of Hypo- 
thyroidism (Uber chirurgische Behandlung des Hy- 
pothyreoidismus). Wien. klin. Wchnschr., 1913, xxvi, 
1532. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


In experimental transplantation of thyroid glands, 
Schiff, the experimental founder of the theory of 
hypothyroidism, showed on dogs that the thyroid 
gland transplanted from other dogs can for a while 
take the place of the one removed, though after a 
time the transplanted gland is absorbed. Von 
Eiselsberg obtained results in cats only when he 
operated unilaterally; that is, he first removed the 
thyroid on one side of the neck and transplanted it 
somewhere else, and then, after some weeks, extir- 
pated the other half. Tetany occurred only when 
the transplanted gland was afterward removed. 
Later experiments showed that the transplant took 
only when it was from ‘the same animal — auto- 
transplantation. It has not been proved with 
certainty that, even in autotransplantation, the 
transplanted gland remains capable of functionating. 
Accessory glands and the necessity of a long time for 
observation complicate the question. Cristiani 
gave an indirect proof of it by showing that a part 
of a gland transplanted successfully into the trans- 
parent ear of a rat hypertrophied when the other 
half was removed. 

Kocher’s attempts in cachexia strumipriva to 
transplant human or animal thyroids intraperito- 
nealiy or extraperitoneally (heterotransplantation) 
resulted in only transitory improvement of the 
symptoms. Bircher, too, twice transplanted a 
human thyroid on a 20-year-old girl, with only 
temporary results. The pieces of thyroid never 
functionated, but only caused temporary improve- 
ment by the substance being absorbed. This fact 
suggested to Murray the idea of treating myxcede- 
ma, not by transplantation, but by subcutaneous 
injection of a glycerine extract of the gland, which 
could be absorbed. This was the starting point of 
internal thyroid therapy. Autotransplantations in 
human beings take, and after a long time, show nor- 
mal histological structure of the gland (Cristiani). 
Therapeutically, however, the results are not good. 
Von Payr reports the most successful case, in which 
he transplanted the thyroid gland of a mother into 
the spleen of a child with infantile myxcedema. 
There was rapid improvement at first, but it did 
not continue. 

The résumé of results shows that heterotrans- 
plantation generally fails, and that autotransplanta- 
tion would have an object only in total extirpation 
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of a goiter. Since such a procedure is only resorted 
to in case of malignant new-growths, autotrans- 
plantation cannot be considered in these cases. 

In the consideration of operative measures on 
the thyroid gland, the authors point out that in the 
partial resection of an exophthalmic goiter more 
glandular tissue often remains than is possessed 
by anormal man. There are cases of exophthalmos, 
however, without a large goiter. It is not correct 
to assume that the amount of secretion is decreased 
in proportion to the size of the piece of gland re- 
moved. As a matter of fact, there is sometimes a 
degeneration of the remaining tissue after operation, 
and it must be assumed that the stimulus which 
led to the hypersecretion is overcome by the opera- 
tion. On the other hand, in simple goiter (not 
Basedow’s), where it would seem that hyper- 
trophy would take place to compensate for func- 
tionating tissue removed, there is also a decrease in 
the size of what is left. Here it would seem that 
conditions are brought about by the operation that 
render the remainder of the tissue capable of func- 
tionating. Simple surgical operations, without 
extirpation, such as separating the isthmus by 
Sydney Jones’s method, seem also to give rise to a 
stimulus which causes a decrease in the size of the 
goiter. This is to be explained by the fact that 
there are cases of goiter in which hypothyroidism 
exists (Leopold Levy, Rothschild). Observations 
should be made to determine whether, on operation 
of such cases, the hypothyroidism disappears. 
Cases of Poncet, Neudérfer, and Cathcart seem to 
show that it does, as well as some of the author’s 
experiments on dogs who were cretins. The author 
proposes in myxcedema with goiter, infantile 
myxoedema, and endemic cretinism, to bring about 
by operation a change in the condition of the gland 
that will conduct the secretion into normal paths. 
BIERNATH. 


Jones, E. O.: A Method of Controlling Hzmor- 
rhage in Thyroidectomy. Surg., Gynec. & Obst., 
1913, XVii, 642. By Surg., Gynec. & Obst. 

In a small percentage of thyroidectomies, unusual 
difficulties caused by profuse hemorrhage are 
encountered. The superficial location of the 
superior thyroid artery renders hemorrhage from 
this source easily controlled. The deep situation 
and intimate relations of the inferior thyroid 
artery render control of hemorrhage from this 
vessel more difficult. The early method of exposing 
and ligating this artery by dislocating the gland 
forward and inward was followed so often by injury 
to the recurrent laryngeal nerve and parathyroid 
bodies that it has been abandoned in favor of the 
modern “intracapsular” operation. 

By a study of the various layers of the cervical 
fascia and the spaces lying between them, the steps 
of a procedure have been devised by which the 
inferior thyroid artery may be ligated with safety 
behind the carotid sheath and at a distance from 
the thyroid fascia, after which the usual “intra- 
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capsular” operation can be carried out without the 
difficulties and annoyances of profuse hemorrhage. 

The operation is not recommended as a routine 
procedure, but is to be employed with very vascular 
goiters where profuse hemorrhage is to be expected. 
Enough capillary circulation remains to ensure the 
vitality of the parathyroid bodies. The steps of 
the operation have been worked out on the cadaver 
and applied in one operation of thyroidectomy 
with success. 


Freeman, L.: The Use of the Wire Clamp in 
Operations for Goiter. Tr. Western Surg. Ass., St. 
Louis, 1913, Dec. By Surg., Gynec. & Obst. 

Goiter operations may be made safer and easier 
in most instances, according ‘to the author, by the 
use of a simple wire clamp. After dislocating the 

lobe to be removed, a section of wire, about No. 17, 

is placed along either side of its base, the two wires 


SURGERY OF 


CHEST WALL AND BREAST 


Gosset, A., and Masson, P.: Anatomo-Path- 
ological Study of 75 Cases of Cancer of the 
Breast (Soixante-quinze cas de tumeurs du sein; 
étude anatomo-pathologique). Rev. de gynéc. et de 
chir. abdom., 1913, xxi, 257. By Journal de Chirurgie. 


The most frequent disease of the breast is cystic 
mastitis. The mammary gland is a modified sudori- 


parous gland and its most specialized and fragile 


part is the acinus. Affected by inflammations the 
excretory canals may be obstructed by proliferation 
of either connective tissue or epithelium. This 
obliteration leads to an accumulation of the fluid 
secreted, and if the cells of the acini are resistant, the 
acinus becomes cystic; if not, after temporary dilata- 
tion, the acinus atrophies. Finally, by a process of 
hyperplasia, papilla are formed projecting into the 
cavity. This is the beginning of a dendritic adenoma. 
If there is more connective tissue than epithelium, 
a fibro-adenoma results. If the epithelium is in 
excess, the cystic cavity is filled up with an epithe- 
lial mass and a lesion is formed intermediate between 
benign adenoma and infiltrating carcinoma. This 
explains the coexistence of cystitis and cancer. The 
examination of many sections has shown the authors 
how frequent adenomatous lesions are, even if they 
are very small, in cystic disease. They believe that 
the coexistence of cystitis and cancer is not the 
exception, but the rule, and that cancers develop 
much more frequently in cysts than in the surround- 
ing normal gland. 

The authors conclude by saying that cystitis, the 
inflammatory nature of which is demonstrated, is a 
predisposing cause of cancer. For a certain length 
of time the cancer is not evident, clinically; it can 
only be shown by histological examination. It is at 
this stage that operation would be effective, and the 
ideal way would be to operate only on microscopical 
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being tied firmly together by ligatures passing 
through the glandular substance, thus clamping it 
firmly. The lobe is then cut away beyond the clamp 
and the stump whipped over with catgut to control 
the bleeding, the wires being then removed. 

The advantages of the wire clamp are: (1) It 
may be adjusted to almost any goiter; (2) hemor- 
rhage is perfectly controlled; (3) the tissues are not 
crushed; (4) there is no danger to the recurrent 
laryngeal nerves or parathyroid bodies, and (5) the 
wires cannot slip from the stump, being held by the 
ligatures passing through it. 

Forceps are inferior to the wire clamp, because 
they cannot be adjusted to every case, they crush 
the tissues, and they. may slip from the stump when 
the gland is cut away beyond them. 

The method seems particularly adapted to paren- 
chymatous, vascular goiters of moderate size, such 
as are so often seen in Graves’s disease. 


THE CHEST 


cancers. Pieces should be removed for section and 
examination, and the results would frequently 
indicate immediate and complete removal. This 
would avoid the rapid development to which 
insufficient operation sometimes gives rise. 

Georces LABEY. 


Lapham, M. E.: The Surgical Treatment of 
Pulmonary Tuberculosis. Boston M. & S. J., 
1913, clxix, 676. By Surg., Gynec. & Obst. 

The author criticises the present attitude of 
treating pulmonary tuberculosis merely by fresh 
air, good food, and medical care. Many cases 
which run a rapid course can be arrested if the lung 
is collapsed and the diseased tissue put at rest. 
The collapsing aids drainage and allows connective- 
tissue infiltration to take place. 

The best method of collapsing the lung which 
we have at present is by the introduction of nitro- 
gen. This, however, has several disadvantages. 
The pleural cavity is closed and the pressure is apt 
to be either above or below the atmospheric pressure. 
This difference in pressure leads to many circulatory 
disturbances. It is reasonable to suppose that if 
the pressure inside the pleural cavity were a con- 
stant pressure, as compared with the pressure in 
the lungs, fewer circulatory disturbances would 
result. The author believes that the best way to 
bring about this constant relative pressure is to 
connect the pleural cavity with the outside by means 
of a tube with a cap on the outside. By removing 
the cap the intrapleural pressure could be raised or 
lowered. 

Other methods which the author suggests for 
bringing about the collapse of the lung are as fol- 
lows: (1) The Wilms or Sauerbruch operation, 
which consists in the resection of all the ribs from 
the first or second extending to the tenth or eleventh. 


















This method is useful, when extensive adhesions 
of the pleura prevent the formation of an artificial 
pneumothorax by means of nitrogen. (2) The 
method of Baer is applicable when the cavity is too 
far up in the apex to be affected by an artificial 
pneumothorax. Baer resects the second rib, works 


the costal pleura free with the finger and directly 
compresses the cavity by tamponing. 


J. H. SkIzeEs. 












Beckman, E. H.: Observations 
St. Paul M. J., 1913, XV, 533. 
By Surg., Gynec. & Obst. 


The pathology of empyema shows that as soon 
as there is an accumulation of purulent material 
within the pleural cavity, either local or general, 
nature regards it the same as an abscess in any other 
part of the body and attempts to limit absorption 
by walling it off. In operating on some of the late 
cases, the thickness of this limiting membrane was 
often found to be from one-half to nearly one inch 
in thickness. As the fluid accumulates in the pleural 
cavity, the unyielding wall of the thorax prevents 
expansion in this direction, and room is found for the 
accumulation by compression of the lung. If the 
empyema has continued for any considerable 
length of time, this membrane is so resistant that 
the lung cannot re-expand after the fluid has been 
allowed to escape by free excision. 

It is evident, then, that if free drainage is estab- 
lished before these adhesions form or before they 
become firm enough to hold the lung in a state 
of collapse, the lung would quickly obliterate the 
cavity and the patient be rapidly restored to 
health. This corresponds exactly to the results 
obtained with free drainage in the early cases. It 
should be remembered that empyema is not a 
disease of the lung, although pulmonary disease 
and empyema may exist at the same time, and that 
the pulmonary tissue is only slightly or not involved 
at all in the inflammatory process in a very large 
majority of the cases. 

In the recognition of small empyemas, we have 
chiefly to remember the relationship between 
pneumonia, other infections, and this secondary 
infection, and therefore to be on our guard if the 
development of the general phenomenon of infection 
occurs or persists after the pneumonic or other 
infectious process has apparently subsided. Pain 
continuing after the crisis in pneumonia in a certain 
localized area, although it may not be severe, and 
accompanied by a septic temperature, almost surely 
indicates a localized empyema. The localization 
of the pus can often be determined by the pain and 
localized tenderness on the wall of the chest. 

The aspirating needle is often of the utmost 
service in arriving at a correct diagnosis in these 
cases. While many writers warn us of the dangers 
that may occur from introducing a needle into the 
pleural cavity, Beckman thinks that more good in 
the way of arriving at an early diagnosis is to be 


on Empyema. 
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gained from its use than the dangers that may come 
from a late recognition of empyema. 

A radiogram of the chest is of great value in ar- 
riving at a correct diagnosis in obscure cases. It is 
often an extremely difficult and sometimes an 
impossible task to determine what the picture 
shows. It must be kept in mind that the X-ray 
picture is the reproduction of a shadow and that a 
thickened pleura may cast as dense a shadow as an 
accumulation of fluid. 


Poensgen, F.: Reciprocal Relations Between the 
Thymus, the Thyroid, and the Lymphatic 
System (Beitrag zur Frage der Wechselbeziehungen 
zwischen Thymus, Schilddriise und lymphatischem 
System). Med. Klin., Berl., 1913, ix, 1504. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The pathological anatomist is impressed on 
examining the thymus with the manifold variations, 
not only in the formation of the entire gland, but in 
the relations of the cortex and medulla and in the 
persistence of epithelial elements. Microscopically, 
remnants of the thymus can be detected at the most 
advanced age. Virchow’s and Von Hansemann’s 
assertion that goiter was generally connected with 
an enlarged thymus could not be confirmed from the 
very abundant goiter material at the Freiburg 
Pathological Institute. Neither could a relation be 
determined between persistence of the thymus and 
the formation of lymphatic foci in the thyroid, but 
the marked involvement of the thymus in two cases 
of lymphatic leukemia and the frequency of the 
status thymico-lymphaticus indicate a close relation- 
ship of the gland to the lymphatic tissue. In rickets 
and in chondrodystrophy (2 cases) there were no 
characteristic changes in the thymus. TOLKEN. 


Kolb, K.: Can a Persisting or Hyperplastic 
Thymus Be Demonstrated with Abderhal- 
den’s Ferment Reaction (Gelingt es mittelst der 
Abderhaldenschen Fermentreaktion, den Nachweis 
einer persistierenden oder hyperplastischen Thymus 
zufiihren)? Mitinchen. med. Wchnschr., 1913, 1x, 1642. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

A hyperplastic Basedow thymus gland cannot be 
demonstrated with certainty by percussion or the 
réntgen picture. The blood serum of healthy per- 

sons, as Kolb was able to show in the case of 17 

adults, contained no ferment capable of decomposing 

the tissue of the thyroid, thymus, or liver. The 
normal thymus of youthful individuals in the process 
of involution cannot be shown by Abderhalden’s fer- 
ment reaction. In six cases of Basedow’s disease at 

Wilm’s Clinic, thyroid split-products were found in 

four cases and marked splitting of the thymus in all 

cases. The ninhydrin test was just recognizable in 
four out of seven cases of endemic goiter. Kolb 


urges a test of the splitting power of the serum in 
cases of status thymo-lymphaticus, in thymus new 
growths, and before and after thymectomy. 


KLOSE. 
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TRACHEA AND LUNGS 


Segura, E. V.: A Case of Cylindroma of the 
Trachea; External Operation; Recovery (Un cas 
de cylindroma trachial; opération par la voie externe; 
guérison). Ann. d. maladies de Voreille, 1913, xxxix, 
162. By Journal de Chirurgie. 

The author reports a case of cylindroma of the tra- 
chea operated upon externally, followed by recovery. 
The patient was a woman of 42, whose previous 
history was negative. Early in 1909 she began to 
be fatigued on the slightest effort, and this symptom 
grew worse. She first took anti-asthmatic and then 
anti-syphilitic treatment without success. In 
January, 1911, the dyspnoea was so intense that 
she was obliged to remain constantly in a sitting 
position and take inhalations of oxygen. 

In April, t911, Segura found at the level of the 
fourth tracheal ring a smooth pyriform tumor, with 
its large end downward, covered with normal mu- 
cous membrane. It occupied almost the entire 
lumen of the trachea. 

A local anesthesia was produced with cocaine- 
adrenalin, and the anterior surface of the trachea 
was exposed by an incision 5 or 6 cm. long. It was 
opened by a median incision through five rings, and 
it was found that the upper two-thirds of the tumor 
were adherent, the lower third free. Three-fourths 
of the tumor was removed with a snare, and the base 
was removed with a punch forceps. The hem- 
orrhage was very slight, and the trachea immedi- 
ately resumed its normal caliber. Segura did not in- 
sert any tracheal cannula, and he simply replaced 
the parts without any suture —first the edges of the 
tracheal wound, and then the soft parts. The wound 
was covered with a dressing that exerted a moderate 
degree of compression. 

The healing was rapid, and eight days after the 
operation the patient left the hospital completely 
well. In October, 1912, there had been no recur- 
rence. 

A histological examination showed that the 
tumor was a cylindroma, a type of tumor that 
generally develops in the neighborhood of salivary 
glands, and may be regarded as a benign tumor, 
though it frequently gives rise to recurrences. 

GEORGES LAURENS. 


Ghoreyeb, A. A., and Karsner, H. T.: A Study of 
the Relation of the Pulmonary and Bronchial 
Circulation. J. Exp. Med., 1913, xviii, 500. 

By Surg., Gynec. & Obst. 

In order to appreciate the possibilities of the 
circulation in the lungs in various pathological 
conditions, the authors injected the pulmonary and 
bronchial arteries, simultaneously, under measured 
pressure. 

The pressures were varied in the two vessels in a 
series of experiments. The work was done on 
anesthetized dogs and, when complete, the vessels 
were clamped, the specimen removed and placed 
in fixing solution. 

They found that as long as definite pressure is 
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maintained in either system, the admixture is 
extremely limited. If, however, the pressure in 
either system drops to zero, the admixture is evident. 
It was found that it takes much longer for the mass 
injected through the bronchial arteries to penetrate 
to all parts of the lung than when the injection is 
made through the pulmonary artery, but, when 
completed, the injection reaches to all capillaries 
including those of the pleura. On the other hand, 
the injection of the bronchial vessels by way of the 
pulmonary system is not complete, under normal 
pressure, but this is rapidly accomplished when a 
high pulmonary pressure is used. 

The conclusion is drawn that either circulation can 
supply the simple nutritive demands of the lung if 
the other should be interfered with. 

James F. CHURCHILL. 


Segura, E. V.: Mycoses of the Mucous Mem- 
brane of the Respiratory and Upper Digestive 
Tracts (Considérations sur les mycoses des mu- 
queuses des voies respiratoires et digestives supéri- 
eures). Arch. internat. de laryngol., 1913, xxvi, 48. 

By Journal de Chirurgie. 

The author reports 11 cases of mycosis of the 
respiratory and upper digestive tracts, which he 
believes were due to sporotrichosis, although the 
— was not discovered in the majority of 
them. 

The lesions had the typical appearance of sporo- 
trichosis, ulcerations with ragged edges, secreting 
sero-pus in the center. In the nasal fosse the ulcers 
were covered with thick crusts, and in some places 
there were little yellow spots representing follicular 
projections. In one case there was destruction of the 
uvula and pillars; in another, the epiglottis was 
covered with papillomatous vegetations; and in the 
eleventh case, there was a sporotrichosis that had 
degenerated into a neoplasm. 

In the cases where the sporotrichium was not 
discovered, the author established his diagnosis 
partly by the appearance of the lesions, but more 
particularly by the exclusion of tuberculosis and 
syphilis. None of the patients showed a positive 
Wassermann, and all except the last, in which there 
was a neoplasm, recovered in 20 to 30 days with 
small doses of iodide of souffron. Several of these 
patients had been treated with mercury without 
success. 

Heretofore, in all cases of sporotrichosis of the 
mucous membrane (which cases are very rare, how- 
ever), the germs have been found in abundance. 
The above cases show that this is not always true, 
and that what is found in cutaneous lesions may 
also be found in lesions of the mucous membrane. 
In cutaneous cases the parasite is found only 
occasionally. Segura believes that sporotrichosis 
of the mucous membrane is much more frequent 
than it has been believed to be; many cases of re- 
covered cancer of the throat, of lupus, of tuberculosis, 
and of syphilis, he thinks, have been improperly 


diagnosed cases of sporotrichosis. 
GeEorGES LAURENS 














PHARYNX AND C&SOPHAGUS 
Torek, F.: The First Successful Resection of the 
Thoracic Part of the @sophagus for Car- 
cinoma (Bericht iiber die erste erfolgreiche Resek- 
tion des Brustteiles der Speiseréhre wegen Carcinom). 
Deutsche Ztschr. f. Chir., 1913, Cxxiii, 305. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

More than a year ago, a 67-year-old woman was 
operated upon for carcinoma in the middle of the 
cesophagus extending downward 4.5 cm. from the 
lower edge of the aortic arch. Some time before, a 
Witzel’s stomach fistula had been made. An in- 
cision was made through the posterior end of the 
seventh intercostal space. The fourth, fifth, sixth, 
and seventh ribs were resected near the tubercle. 
The adhesions between the lungs, costal pleura, and 
diaphragm were then loosened. The tumor was 
found to be slightly movable. The cesophagus was 
loosened first below and then above the tumor and 
the vagi were dissected. A few small branches of 
the vagus crossing the tumor were cut without any 
disturbance of the pulse. 

It was very difficult to dissect the part of the 
cesophagus behind the aortic arch. This difficulty 
was finally overcome by ligating and cutting a num- 
ber of the thoracic branches of the aorta and lifting 
the aorta out of the way. The tumor was adherent 
to the left branches and in freeing it an incision was 
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ABDOMINAL WALL AND PERITONEUM 


Quain, E. P.: The Necessity of Conserving the 
Intercostal Nerves in Abdominal Incisions; 
An Experimental Study. Tr. Western Surg. Ass., 
St. Louis, 1913, Dec. By Surg., Gynec. & Obst. 


The author had occasion to operate on several 
patients, who had previously been operated on 
through lateral abdominal incisions placed in such a 
way as to sever intercostal nerves. The findings in 
such cases suggested a possibility that the omentum 
may have a greater tendency to adhere permanently 
to that part of the abdominal wall which has been 
deprived of intercostal nerve supply than to any 
other part of the parietal peritoneum. 

In a series of experiments on dogs and rabbits, 
undertaken in an effort to determine whether these 
observations were correct, the following plans were 
adopted: In group 1, the lower intercostal nerves 
were severed on one side through an incision near 
the costal margin without damaging the peritoneum. 
In group 2, an incision was made in the linea alba, 
both sides of the parietal peritoneum were rubbed 
with gauze, care being exercised to apply an equal 
amount of trauma on each side and the wound then 
closed. Through a second incision at the costal 
margin on one side segments of the intercostal 
nerves were removed. In group 3, the same opera- 
tions were made as in group 2, with the addition of 
tincture of iodine, gastric, or intestinal contents, 
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made lengthwise of the bronchus. This incision 
was sutured with silk. The cesophagus was dis- 
sected from a point 2.5 cm. above the diaphragm 
to the neck and burned through with the cautery 
below the carcinoma after double ligation. The 
oesophagus, with the tumor, was drawn through an 
incision along the anterior border of the sterno- 
cleido-mastoid. The lower stump was ligated in a 
fissure previously made by crushing. The stump 
was invaginated with two purse-string sutures. 
The thorax was closed with silk sutures at the 
seventh and eighth ribs. The wound was not 
drained. The carcinoma was removed and the 
cesophagus sewed into skin wound. The incision 
in the neck was then closed. 

The skin and muscle incisions were made under 
local anesthesia; general narcosis was then induced 
by the Melzer-Auer method of tracheal insufflation. 
The intrathoracic part of the operation from the 
incision of the pleura to the closing of the thoracic 
cavity lasted 1 hour and 45 minutes; the entire 
operation 2 hours and 43 minutes. Nourishment 
was given until the eighth day with a gastrostomy 
tube and funnel. At the end of that time the free 
end of the gastrostomy tube was inserted into the 
end of the remaining cesophagus and the patient 
is now able to swallow her food. 

Borr. 


ABDOMEN 


applied in weak solutions to the peritoneum on each 
side. 

At autopsy there were no macroscopical changes in 
group 1. In group 2, pathological changes, espe- 
cially adhesions, were more marked onthe enervated 
than on the normal side, in seven of the eight experi- 
ments. Microscopical sections showed a more 
chronic infiltration and a delay in the reparative 
process in the enervated peritoneum when compared 
with corresponding sections from the normal side. 
In group 3, the same general results were obtained 
as in group 2, but somewhat more marked. 

A summary from 15 experiments in groups 2 and 
3 shows that adhesions were confined to the side of 
nerve extirpation in eight animals; two of the three 
cases with bilateral adhesions had most of the ad- 
hesions on the operated side; fibrin deposits were 
limited to the enervated side in one case; and one 
animal, without adhesions, had a more marked 
peritoneal infiltration on the operated side. ‘There 
were three negative experiments. Hence, 80 per 
cent of the experiments gave a positive answer to 
the question as to whether the destruction of the 
intercostal nerve supply is of pathological signifi- 
cance to the per:toneum. 

That adhesions and chronic infiltration are more 
likely to follow trauma and infection on an enervated 
than on a normal peritoneum, are facts which argue 
strongly against lateral longitudinal incisions and in 
favor of transverse incisions. 
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Fig. 1. (McDill.) A, Sim’s uterine sound; B, same 
with handle removed, blunt end perforated and probe 
pointed, making the ‘“Bodkin;’” C, a 25 cm. (10 inch) 
Emmet’s cotton carrier; D, a No. 14 standard gauge 
catheter; E. the ‘Silk Carrier,’ made from C and D; F, 
trocar for the Kelly endoscopic tube; G, used as cannula; 
H, Péan forceps. 


McDill, J. R.: Chronic Ascites: Treatment and 
Drainage by Lymphangioplasty Through a 
Trocar Wound Under Local Anesthesia; An 
Experimental Study. Surg., Gynec. & Obst., 1913, 
Xvii, 523. By Surg., Gynec. & Obst. 

In this study and series of experiments the author 
attempts to show that the relief of ascites after 
operations which herniate an abdominal organ, or 
which implant silks from the peritoneal cavity to 
the subcutaneous spaces, is probably not from 
collateral circulations in the one case or from capil- 
lary drainage in the other, but is due to leakage of 
the fluid alongside the marsupialized organ or the 
implanted silks, which are prevented from uniting 
to the surrounding tissues firmly enough to hold 
in water under pressure by this pressure itself, and 
also by the normal and constant movements of the 
abdominal wall. The speedy replacement after 
tapping of large quantities of fluid, rich in proteins, 
salts, and the characteristic constituents of the 
tissues and fluids of the body which are necessary to 
metabolism, makes the patient pay very dearly 
for relief from distention, and greatly shortens the 
remaining period of life. 

In his experiments McDill made use of rabbits, 
and devised a simple technique by which the plan 
can be tested clinically. Various materials were 
tried and No. 20 silk was found the most practicable. 
In thirty days the intraperitoneal end was found to 
have become converted into a silk connective- 
tissue peg covered with a dense membrane, making 
it impossible as a capillary drain; around this peg 
the peritoneum was puckered and everted and not 
strongly attached to the silk. 

The instruments can be made from old tools 


Fig. 2. (McDill.) The three pieces of No. 20 silk 
with about 4 cm. (1% inches) of their ends stitched firmly 
together with fine silk, held in the silk carrier ready for 
insertion through the cannula. 


found in any doctor’s office, as shown in Fig. r. 
The Kelly tube with trocar and the Pean forcep are 
not essential; any cannula may be used that will 
take the “carrier”? when loaded with the silk. 

The technique consists in (1) paracentesis just 
above the pubis and 5 cm. (2 inches) from the median 
line; making sure that the cannula is in, because on 
account of the recumbent position of the patient 
very little fluid will flow; (2) the silks are passed, 
as in Fig. 2, through the cannula until about 2% 
cm. (1 inch) project beyond the parietal peritoneum; 
holding it exactly in place, the cannula is slipped 
out over the “carrier,” and the three ends, which 
have been cut to the desired length, are thrust, 
using the bodkin, eye first, downward and in three 
directions into the subcutaneous fat; (3) the 
“carrier” is removed, without disturbing the silk, 
the bends of the silks are tucked in and the opening 
is sutured very snugly. When these special instru- 
ments are not available the silk can be planted 
through a short incision, under local anesthesia, 
with one stitch to anchor it to the deep fascia; also, 
after an exploration, when it is indicated, the silk 
can be easily inserted in one or both sides before 
the abdomen is closed. 

The author’s conclusions are: 

1. Ascites patients have an impaired vital re- 
sistance, deficient powers of repair, and do not well 
endure extensive operations under a general anzs- 
thesia; a number of the formidable operations have 
been successful, but the death rate is 20 per cent; 
if this simple procedure will provide a gradual drain- 
age of the peritoneal pond it will be a desirable 
addition to existing methods. 

2. The operation is not much more serious than 
a simple paracentesis, and other silks can be inserted 
at any subsequent tapping until there is sufficient 
drainage; pressure by intraperitoneal fluid is de- 
sirable, after this operation, to weaken the line of 
union between the silk and the surrounding tissues, 
but if it becomes too distressing a tapping may be 
necessary to give temporary relief; permanent drain- 
age may not become established until two or three 
months after an operation. 

3. The permanency of any improvement will 
depend upon the correction of an intestinal toxemia 
when present, rest in bed when indicated, total 
withdrawal of alcohol, a bland and almost salt-free 





ee ES 








diet, and attention to any cardiovascular-renal dis- 
turbances. Although a liver cirrhosis with the 
atrophic tendency cannot be cured, its physiological 
balance can be restored in many cases, and life may 
be greatly prolonged in comfort and freedom from 
disability. I. R. McDrzt. 


Veit, J.: Questions in Regard to the Peritoneum, 
from the Author’s Experience (Peritoneale Fragen 
nach eigenen Erfahrungen dargestellt). Prakt. Ergebn. 
d. Geburish. u. Gynék., 1913, V, 195. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The first question deals with the covering of 
intraperitoneal wounds with peritoneum. Veit 
believes that the peritoneal covering of all abdominal 
wounds, as demanded by Bumn, is unnecessary if 
the operation is strictly aseptic; formation of ad- 
hesions is to be feared only in case of infection. 
According to experiments by Dembowsky and 
Lamers, no adhesions form over the gaps in the 
peritoneum if there is no infection. The reparative 
process begins from the edges of the wound and 
proceeds much more rapidly than it does in the 
epidermis. The author thinks that the mere lower- 
ing of the stumps in simple ovariotomy, without 
covering them with peritoneum, is justified. He 
covers with peritoneum only in operations where 
there is fear of oozing of infectious material; in 
aseptic operations he leaves the connective-tissue 
spaces in communication with the abdominal 
cavity. 

If the contents of the tube is purulent, or if, on 
sectioning it, he cannot be sure whether the con- 
tents is free from bacteria, he covers the stump with 
peritoneum as in appendicitis. If he has to open 
the vagina in a laparotomy, and remove the uterus 
also, he provides for the dryness of the abdominal 
cavity and for aseptic healing by insuring free 
drainage of the abdominal cavity. He accomplishes 
this by allowing the patient to get out of bed daily 
for the first four or five days after the operation and 
sit in a chair. 

The second question concerns the protection of 
the abdominal wound. In order to keep the wound 
entirely free from germs during the operation, he 
covers it entirely with Billroth gauze, by Koeberle’s 
method, and covers this over with metal. For this 
purpose he uses an abdominal speculum, which he 
has had made by Windler of Berlin. He has had 
excellent results with this method. Kos. 


Hancock, J. C.: Coincidence of Umbilical Hernia 
with Gall-Stones. Tr. Western Surg. Ass., St. 
Louis, 1913, Dec. By Surg., Gynec. & Obst. 

Scant mention is made in the literature of the 
association of a certain class of umbilical hernia and 
gall-stone disease. While the author’s series of 
cases (seven) is too small to establish more than 
coincidence, common etiological factors are signifi- 
cant of more than coincidence. The type of hernia 
cases is that of fleshy middle-aged individuals, 
mostly women who have borne children. 
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Besides the principles of the causation of hernia 

in general we have, in the umbilical variety, preg- 
nancy as the conspicuous form of trauma. Of 134 
cases in males over 15 years old, only 15 cases oc- 
curred having an umbilical hernia only, while 95 
had bilateral and 12 unilateral inguinal hernia 
besides. In 494 cases of umbilical hernia in women, 
438 cases of this form alone were present and only 
56 combined with other forms. Of the 494 umbilical 
hernia cases in women, 429 had had one pregnancy 
and 377 had had plural pregnancies; with two excep- 
tions the parous cases developed hernia only after 
labor. 

Of pathological bases for umbilical hernia, obesity 
is common and striking. Denk reports four nulli- 
pare as having umbilical hernia, but three of them 
were uncommonly fleshy, and the fourth, otherwise 
spare, had an enormous ovarian cyst. Of the 
author’s cases all were fleshy to distinct obesity. 

In respect to age, umbilical hernia in the female, 
over 30 years old, is common compared with those 
occurring earlier, and especially compared with the 
male of like age — with one exception in the author’s 
cases, of a woman past 30 years of age, all were 
more than 40 years old. 

Constipation is a conspicuous feature in these 
cases, and intestinal stasis may act as a contributory 
cause or may be an effect of umbilical hernia. Com- 
paring the factors of contributory causes of umbilical 
hernia with those of gall-stone disease we see a close 


- relation. In respect to sex we see the proportion of 


three cases of gall-stone disease in women to one in 
men. In regard to age, nearly 50 per cent of all 
cases of gall-stone disease occur in people above 4o. 

Ninety per cent of women with gall-stones have 
had one or more pregnancies. Obesity in women 
with gall-stone disease is common but not so con- 
spicuous as in umbilical hernia. Constipation and 
intestinal stasis are as important factors in the 
causation of gall-stone disease as in umbilical hernia. 

In conclusion, it would appear indicated, in treat- 
ing umbilical hernia of the type described, to search 
the history for symptoms, and at operation to ex- 
amine for proof of gall-stone disease. 


Gussew, V.: Treatment of Incarcerated Hernia, 
Based on 420 Cases (Beitrag zur Therapie der 
eingeklemmten Briiche auf Grund von 420 Fiillen). 
Deutsche Ztschr. f. Chir., 1913, cxxiv, 155. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Gussew reports 420 cases of incarcerated hernia 
observed in the surgical section of the Children’s 
Hospital at Riga, from 1902 to 1912. The statistics 
must be read in the original. He reports the follow- 
ing unusual cases, which are described in detail: 
One case of hemorrhage into the hernial sac; 3 of 
reduction en masse; 1 of rupture of the hernial sac 
and mesentery; 3 of volvulus; 3 of replacement of 
a gangrenous loop of intestine; 4 of rupture of the 
intestine; 1 of hemorrhage of the intestine; 2 of 
diaphragmatic hernia. 

In gangrenous hernia, primary resection of the 
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intestine is the operation of choice. In 24 per cent 
of the cases of intestinal suture there was insuffi- 
ciency of the sutures; in 53 per cent of those united 
by Murphy buttons there were fecal fistula. In 7 
cases in which there was a history of hernia, but 
no attempt at reduction had been made and the 
hernia was not visible, there was incarceration at the 
internal inguinal ring, making diagnosis difficult. 
There were two cases of mistaken diagnosis — 
once in a case of preperitoneal lipoma, and the 
second time in a case of appendicular peritonitis in 
the hernial sac. The mortality for the 420 cases was 
27 percent. The author thinks that this percentage 
can be reduced by more frequent use of local anes- 
thesia; improvement of operative technique; by 
sending the patients for operation as soon as possible; 
and by general practitioners giving up attempts at 
taxis. Kots. 


De Garmo, W. B.: Accidental Wounds in Hernia 
Surgery. N.Y. St. J. Med., 1913, xiii, 571. 
By Surg., Gynec. & Obst. 

This paper is the result of observations based on 
2000 personal operations. The author calls atten- 
tion to the fact that the urinary bladder not in- 
frequently is found in hernial sacs. He was able 
to collect thirty-one cases in his series. It is impor- 
tant that this possibility be kept in mind so that 
injury to the bladder may be avoided during the 
course of an operation for hernia. De Garmo is of 
the opinion that the high mortality following 
bladder injuries has been due to the fact that the 
accident is not discovered at the time and immediate 
repair made. It is imperative that no matter how 
slight the injury may be, if the integrity of the 
bladder wall has been disturbed, it must be imme- 
diately and carefully restored. 

The author mentions three distinct forms of 
bladder hernia as follows: 

1. The bladder may protrude within a large 
hernial sac with other contents of the abdomen. 
This form is undoubtedly more common than is 
supposed, but it is reduced when the patient comes 
to operation and is therefore undiscovered. 

2. The bladder is dragged into the hernial opening 
by the peritoneum or the transversalis fascia. 

3. When the mucosa is herniated through the 
muscular layers of the bladder, forming a diverticu- 
lum. This is the most treacherous of all types, as 
the membrane closely resembles hernial sac. 

The first type is intraperitoneal; the second, either 
wholly or partially extraperitoneal; and the third 
type always extraperitoneal. H. L. KreTscHMer. 


GASTRO-INTESTINAL TRACT 


Eusterman, G. B.: Incidence and Diagnostic 
Value of Blood, or Hemorrhage, in Gastric 
and Intestinal Lesions; Clinical and Statisti- 
cal Study. Tr. Western Surg. Ass., St. Louis, 1913, 
Dec. By Surg., Gynec. & Obst. 


Repeated hemorrhage in the presence of a pre- 
ceding history of gastric disturbances with pain or 
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distress signifies an ulcer of the duodenum or stom- 
ach in more than go per cent of the cases. In about 
1% per cent of all cases of gastric and duodenal 
ulcers, operatively demonstrated, single or repeated 
gastro-intestinal hemorrhage with almost complete 
absence of pain or gastric disturbances was noted. 

Examination of the gastric contents and meat- 
free stool, for occult blood, is of undisputed value 
in the differential diagnosis of doubtful cases and 
in estimating the effectiveness and duration of 
dietetic and medicinal treatment. However, posi- 
tive occult blood findings, unless taken in conjunc- 
tion with the clinical symptoms and physical find- 
ings, may lead to wrong conclusions. 

In 568 proven cases of duodenal ulcer, single or 
repeated hemorrhage, by mouth or bowel or both, 
occurred in 19% per cent; in 249 cases of gastric 
ulcer, in 23 per cent. In disease of the gall-bladder 
gross bleeding in variable amounts occurred in 2 to 
4 per cent; in chronic and subacute appendicitis, in 
I to 2 per cent. 

Positive occult or altered blood findings in order 
of frequency are incident to gastric cancer, chronic 
simple ulcer of the duodenum and stomach, disease 
of the gall-bladder and appendix. Altered blood 
was present in the gastric extracts in 75 per cent of 
688 cases of gastric cancer, in 17 per cent of 497 
gastric analyses in 568 cases of duodenal ulcer, and 
in a general average of 28 per cent in 343 cases of 
gastric ulcer. In 228 analyses of 500 gall-bladder 
cases, positive occult blood reactions were obtained 
in 43 per cent, or in 19.6 per cent of the total (tr. 
guaiac or benzidin tests). In 110 analyses of 500 
cases of appendicitis, a positive reaction with similar 
reagents was present in 24 per cent, or in 5.4 per 
cent of the total. 


Myer, J. S.: Polyposis Gastrica: Polyadenoma. 
J. Am. M. Ass., 1913, lxi, 1960. 
By Surg., Gynec. & Obst. 


Myer reviews the literature of this universal con- 
dition, the etiology of which is as obscure as that of 
other growths. Chronic gastritis is a factor in its 
development. Macroscopically, the polyps in pre- 
viously reported cases were small and pedicled, vary- 
ing in size from the size of a lentil to that of a pea, 
of soft consistency, and never adherent to each other. 
The polyps sometimes numbered several hundred 
and were all of about the same size. They may de- 
velop from any part of the stomach mucosa. The 
portion of mucous membrane of the stomach not 
involved in the polyp formation usually shows 
macroscopical characteristics of a chronic gastritis: 
enlarged lymph-nodes are often present also. Myer 
reports his case in full, it being, with one exception, 
the only one in which the diagnosis was possible 
prior to operation or necropsy. He offers the follow 
ing conclusions: 

1. Though the diagnosis was made possible in 
this case through the presence of small polyps in the 
wash-water during lavage, which also occurred in 
Chosrojeff’s case, and the presence of a large polyp 




























in the feces following hemorrhage, it would seem 
that at least a probable diagnosis might be made 
in future cases without this conclusive finding. 

2. The rontgenographical and _fluoroscopical 
examination in a case as extensive as the one report- 
ed here should always be helpful. The mottled 
appearance of the entire right half of the stomach, 
as though the bismuth were trickling through and 
around numerous masses, together with the irregular 
and indefinite outline of the stomach, could be 
produced only by such a condition as described in 
this case or by a most extensive malignant disease, 
which would readily be differentiated by other 
means. 

3. Achylia gastrica, together with an unusual 
production of mucus, should always arouse suspicion. 
Ordinarily, in achylia gastrica, mucus is not en- 
countered in the wash-water, either in the large 
quantities here described or with the peculiar egg- 
white character one would expect in the great 
multiplication of goblet-cells. 

4. The repeated presence of fresh blood, micro- 
scopically, in gastric contents removed with care, or 
in the wash-water, is indicative of a redundant, 
vulnerable condition of the mucosa, from which bits 
of tissue are readily removed by the tube. 

5. In severe acute gastric hemorrhage in a 
patient with achylia gastrica, abnormal mucous 
production, and normal or increased gastric motility; 
polyposis is more than probable. Leo G. Dwan. 


Erdmann, J. F.: Fibroma Cardia in a Girl of 
Eighteen; Gastrostomy and Enucleation. 
Am. J. Obst., N. Y., 1913, lxix, No. 5. 

By Surg., Gynec. & Obst. 
The author reports a case of a girl 18 years of 
age who, for four years, except for several attacks of 
hematemesis, had suffered from rather ill-defined 
stomach symptoms, and was regarded and treated 
by a number of physicians as suffering from ulcer of 
the stomach. Because of an increase in the sub- 
jective symptoms, operation was resorted to. The 
condition of the viscera was found to be normal, 
except that upon palpation of the cardia a tumor was 
found. A gastrostomy was done and the tumor, 
which was the size of an egg and had the appearance 
of a prostate, was found attached to about one-fifth 
of the circumference of the cardia. By blunt dis- 
section the tumor was easily removed. A couple of 
bleeding points were ligated; the stomach was closed, 
and a small abdominal drain inserted. The patient 
recovered. N. Sproat HEANEY. 


Kawamura, K.: The Digestion of Living Tissue 
in the Stomach; and a Study of the Patho- 
genesis of Round Ulcer of the Stomach (Zur 
Frage der Verdauung lebenden Gewebes im Magen, 
zugleich ein Beitrag zur Pathogenese des runden Mag- 
engeschwiires). Mitt. a. d. Grenzgeb. d. Med. u. Chir., 
1913, XXV1, 379. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
In numerous experiments on dogs, parts of the 
stomach, intestinal walls, and spleen were subjected 
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to the digestive action of the gastric juice under 
special experimental conditions. These living tis- 
sues were not attacked by the gastric juice so long 
as the circulation in them was undisturbed. Only 
after necrosis had begun, as a result of circulatory 
disturbances, was there any sign of digestion taking 
place. In experiments with artificial acid in vitro 
the bits of stomach wall were digested first; the 
complete digestion of the pieces of small and large 
intestine and spleen taking two or three times as 
long. 

If equal-sized pieces of mucous membrane from 
the stomach, the small and the large intestine, or 
the fluid expressed from these tissues were added to 
fresh gastric juice, according to Katzenstein’s con- 
ditions, the stomach was digested first, while the 
presence of the intestinal mucous membrane had a 
more or less inhibitory effect on the digestive power 
of the gastric juice — the presence of splenic tissue 
was markedly inhibitory. The addition of blood 
serum also decidedly inhibited the digestive action 
of the pepsin. 

From the experiments, the author concludes that 
antipepsin is found in the blood, and is demonstrable 
not only in the stomach, but in various other organs. 
An ulcer of the stomach can arise only when, from 
circulatory disturbances, there is a lack of antipepsin 
in a circumscribed area in the stomach. 

WortTMAN. 


Lockwood, C. D.: Ulcer of the Stomach in 
Children, Before Puberty. Tr.Western Surg. Ass., 
St. Louis, 1913, Dec. By Surg., Gynec. & Obst. 

Reports of round ulcer of the stomach in children 
before puberty are rare, but the author believes it 
to be more common than is generally believed. 
After recognizing a case of ulcer in a girl of 13 years 
and successfully operating upon her, the author was 
stimulated to investigate the subject from the sur- 
gical point of view. 

After a brief discussion of the etiology, pathology, 
and diagnosis of ulcer in children, the author’s case 
is reported. A girl of 13, previously in good health, 
was suddenly seized with severe pain in her left side, 
which was thought to be due to pleurisy. She soon 
complained of abdominal pain, localized at times in 
the epigastrium and at other times in the lower ab- 
domen. Her chief complaint was pain, worse at 
night, and paroxysmal in character; she was con- 
stipated and complained of being hungry. A diag- 
nosis was made, chiefly by means of palpation. 
During a paroxysm of pain, gas could be felt gurgling 
through the pylorus, followed by immediate relief. 
The author believes this to be a diagnostic sign of 
great importance. The diagnosis was confirmed by 
the finding of blood in the stomach contents and 
stools and later by operation. An anterior gastro- 
enterostomy was done with complete relief of symp- 
toms for three months. Then there was gradual 
loss of weight and recurrence of all the symptoms. 
At second operation the tissues were so infiltrated 
and cartilaginous that further operation was useless. 

A post-mortem examination disclosed a perforated 
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gastric ulcer on the greater curvature, with car- 
cinomatous degeneration at the site of the ulcer, and 
metastasis of the pancreas, liver, glands, etc. 

The author reports ten other cases collected by 
him which have been treated surgically, and all 
cases of gastric ulcer reported in medical literature, 
about 125 in all. 


Smithies, F.: The Significance of Gastric Ulcer 
with Respect to Gastric Cancer; Study of 566 
Consecutive Operatively and Pathologically 
Demonstrated Cases of Cancer of the Stom- 
ach. J. Am. M. Ass., 1913, Ixi. 1973. 

By Surg., Gynec. & Obst. 

Smithies presents an analysis of 566 operatively 
and pathologically demonstrated cases of gastric 
cancer from the Mayo Clinic, and offers the following 
summary: 

1. A number of cases clinically admitting only a 
diagnosis of chronic gastric ulcer are shown to be 
malignant at operation. Many cases of gastric 
cancer reveal a “precancerous” history which, at 
any stage prior to the terminal period of malignancy, 
satisfies the clinical symptom-complex of chronic 
gastric ulcer. 

2. A study of this series has been made in the 
attempt to determine how often chronic ulcer pre- 
ceded gastric cancer and how this change is mani- 
fested clinically. 

In its clinical consideration, the sex ratio in gas- 
tric cancer is approximately that of chronic gastric 
ulcer (3.1 males to 1 female). More than three- 


fourths of the cases of gastric cancer occur in persons 
between the ages of 40 and 70 years; more than 
one-half those of chronic gastric ulcer (134 cases) 


between the ages of 40 and 70. A family history or 
one of blood-relationship of gastric cancer existed 
in 9.2 per cent, and a history of tuberculosis in 1.2 
per cent. 

Precancerous history indicates that 41.8 per cent 
of proved cases of gastric cancer presented early 
symptoms of chronic gastric ulcer; 18.7 per cent 
showed the early symptomatology of “irregular” 
gastric ulcer, and 32.1 per cent of the cases had the 
symptom-complex of gastric cancer, without previ- 
ous gastric malfunction. Thus, in more than 60 per 
cent of the cases of gastric cancer the patients had 
previous dyspeptic history, and this history was 
generally that of chronic gastric ulcer. 

The length of time of all symptoms of the “pri- 
mary” cancerous group (182 cases) was 7.1 months. 
The average length of time of the precancerous 
dyspeptic period in 239 cases was 11.4 years. In 
this group the supervening period of evident 
malignancy averaged 6.1 months. 

Development of precancerous history permits 
patients coming to laparotomy at a stage when, in 
more than one-half of the instances, surgical ad- 
vantages of a localized process are available. In 
about one-fifth of the cases of “primary” gastric 
cancers, ulcus carcinomatosum is demonstrated 
operatively. 

The significance of clinical symptoms and peri- 
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odicity was shown by the fact that in 81 per cent 
of the cases in which prolonged dyspepsia had pre- 
ceded cancer, periodicity of symptoms was noted in 
that stage, while in 99 per cent of the cases peri- 
odicity was absent, when the process became evi- 
dently malignant. In but 4.8 per cent of 182 cases of 
‘“‘primary”’ cancer were there periodic attacks of 
distress. 

As to types of pain, nearly one-fourth ot the 
patients in whom dyspepsia preceded malignancy 
had prostrating pain, (colics, etc.), while only about 
one-fifteenth of the patients with “primary” cancer 
exhibited this type of distress. Opiate relief was 
required in 6.5 per cent of the former class and in 
2 per cent of the latter. Food ease of pain was pres- 
ent in more than one-fifth of the cases in which 
malignancy followed clinical gastric ulcer and in 3.2 
per cent of the “primary” cancer group. 

Melena or hematemesis was noted in 17.1 per 
cent of the cases. Of the group styled malignancy 
following ulcer, hemorrhage occurred in 62.9 per 
cent; in the “irregular ulcer” group before malig- 
nancy, 19.5 per cent; and in “primary” cancer 
group, 16.5 per cent. Of patients bleeding within 
two years of coming under observation, more than 
three-fourths fell in the ulcer-before-cancer classifi- 
cation. The hemoglobin estimation was rather 
higher in the primary cancer group than in the 
ulcer-preceding-malignancy class. 

Vomiting was observed in more than 57 per cent 
of the cases of gastric cancer, while more than 40 
per cent exhibited delayed vomiting. Of the entire 
group, 12 per cent gave a history of dark or coffee- 
ground vomit. 

Nearly three-fourths of the cases of gastric cancer 
exhibited abdominal tumor or ridge. This was 
present in nearly two-fifths of the cases of “primary” 
cancer and in more than three-fifths of the cases in 
which ulcer preceded malignancy clinically. 

In more than one-fifth of the cases in the “pri- 
mary” cancer division and in about one-ninth of the 
cases in the non-primary group, metastases were 
demonstrated before laparotomy. 

The test-meal findings showed that delayed 
gastric emptying power was evidenced in nearly 
two-thirds of the cases in the primary cancer class 
and in nearly three-fourths of the cases in the non- 
primary division. 

In 55.4 per cent of primary gastric cancer cases 
free hydrochloric acid was absent; in 11.5 per cent 
it was between 20 and 50. In the non-primary 
cancer class, free hydrochloric acid was absent in 
49 per cent and in 20 percent it was between 20 and 
50. Lactic acid was more commonly noted in the 
primary cancer group than in the non-primary 
division. 

The presence of occult blood was rather more 
frequently demonstrated in the non-primary cancer 
class than in the primary cancer group; the presence 
of Oppler-Boas bacilli was demonstrated in 93.5 
per cent of cases of gastric cancer by the differential 
agar-stain method. 








GENERAL SURGERY 


The glycyltryptophan test was positive in 4o 
per cent of the 141 cases. The hemolytic reaction 
was positive in 47.2 per cent of the 31 cases. The 
formaldehyde titration index was uniformly higher 
in gastric cancer and ulcera carcinomatosa than in 
other gastric ailments. The estimation of soluble 
albumin by the Wolff-Junghaus test was more 
uniformly positive in cancer and carcinomatous ulcer 
cases than other forms of gastric disturbance. 

In about 10 per cent of the cases of gastric cancer 
the evidence returned by the fluoroscope and réntgen- 
ogram is of distinct value in making absolute 
diagnosis of physically inaccessibly located cancers. 

The surgical consideration is of importance, as 
the locations of ulcera carcinomatosa and cancer, 
as shown by laparotomy, closely approximate those 
of chronic gastric ulcer, but do not correspond to the 
post-mortem localization of gastric cancer. More 
than one-fifth of the cases of gastric cancer revealed 
no involvement of the lymph-nodes, with generally 
favorable operative outlook. In nearly 4 per cent 
of cases free abdominal fluid was present — these 
were inoperable cases. 

More than 098 per cent of gastric cancers were 
adenocarcinomata, while sarcoma occurred but once 
in 566 cases. More than one-fourth of gastric can- 
cers show ulcerative changes, as primary or second- 
ary types of growth. It is usually an easy matter to 
state definitely whether or not a given specimen is, 
at the time, benign or malignant. There is a group 
of cases of chronic ulcer in which examination of 
fresh tissue reveals cellular or intracellular varia- 
tions of such type as to warrant designation of 
“precancerous” ulcer. It is often impossible to 
distinguish stages of simple and malignant hyper- 
plasia histologically. Benign ulcers of the duodenum 
may be associated with malignant gastric ulcers. 
Benign and malignant ulcers may be associated in 
the same stomach. Leo G. Dwan. 


Case, J. T.: X-Ray Aid in the Recognition of 
Pyloric and Duodenal Ulcer; a New Sign of 
Duodenal Ulcer. J. Mich. St. M. Soc., 1913, xii, 
577: By Surg., Gynec. & Obst. 


X-ray examination in gastro-enterology is essen- 
tially fluoroscopic, except for purposes of record, 
for comparison, or when gall-stones are suspected. 
After the regular bismuth meal, consisting of 10 
ounces of farina mush containing I part in 8 of 
barium sulphate, the ingestion of the meal is watched 
in order to determine the following points: Empty- 
ing time, size, shape, position, character of peri- 
stalsis, spastic manifestations, identification of pain 
points, mobility of the stomach and duodenum, 
bismuth flecks, etc. 

Though in many cases of duodenal ulcer the 
emptying time of the stomach is normal, a rapid 
emptying is suggestive of duodenal ulcer, while 
cases not showing this are those in which actual 
obstruction exists. Quick emptying is also seen in 
cholelithiasis, gastric ulcer with perforation and 
adhesions to the pancreas, in extensive gall-bladder 
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adhesions, and in early carcinoma of the pylorus. 
Early hypermotility with later delay may usually 
be considered indicative of tardy py lorospasm 
associated with delayed hypersecretion, and is 
suggestive of duodenal ulceration. Delayed motility 
with hypersecretion and early pylorospasm is sug- 
gestive of pyloric ulcer. 

The stomach is hypertonic or orthotonic in 
duodenal ulcer, but usually hypotonic or atonic in 
pyloric ulcer. Marked delay in clearance associated 
with gastric dilatation is likely to depend upon a 
benign cicatricial obstruction. 

A spastic indrawing high up on the greater 
curvature is described as a sign of duodenal ulcer, 
this being accompanied by pain or pressure over the 
duodenum. Not all duodenal ulcers show this 
indrawing and it has been observed in Graves’ 
disease, appendicitis, and gall-stones. Subjective 
pain over the duodenal shadow is suggestive, but 
tenderness in that area usually indicates adhesions, 
though it may be due to other causes, such as 
cholecystitis. Peristaltic waves may be normal in 
duodenal ulcer, and in pyloric ulcer they are usually 
exaggerated in depth and often in number. 

The duodenal bulb normally contains bismuth 
throughout the period of digestion, and when it 
persistently fails to fill, the indication is duodenal 
ulcer or periduodenitis with adhesions. Unusual 
filling of the entire duodenum is frequently seen in 
duodenal irritation from ulcer, gall-stones, or peri- 
duodenitis, and is indicative of a patent pylorus 
rather than reduced duodenal motility. A fleck 
rarely persists in the crater of an old duodenal ulcer. 
The author has been able to demonstrate gall-stones 
in 40 per cent of cases, and concludes that the X-ray 
examination may be of great value, when studied 
in connection with other clinical data, in the differ- 
entiation of pyloric, duodenal, and _ gall-bladder 
lesions. E. K. ARMSTRONG. 


Melchior, E.: Statistics of Peptic Ulcer of the 
Duodenum (Zur Statistik des peptischen Duodenal- 
geschwiirs). Med. Klin., Berl., 1913, ix, 1408. 

By Zentralbl. fd. ges. Chir. u. i. Grenzgeb. 


These statistics are the result of a series of ques- 
tions addressed to a number of physicians and a 
brief report of the answers received. Among 716 
cases, 81.3 per cent were in men and 18.7 per cent 
in women. They were much more frequent in 
young adult life — 40.7 per cent were uncomplicated 
ulcers. The complications in 425 cases consisted 
of stenosis, 182; perforation into the abdominal 
cavity, 178, with 50 per cent mortality in acute 
perforation; acute hemorrhage, 45; carcinomatous 
ulcer, 7; subphrenic abscess, 5; subhepatic abscess, 
3; liver abscess, 1; callous tumor, 1; external fistula, 
1; diverticulum, 1; perforation of the liver, 1. 

Pain when the stomach is empty is not a charac- 
teristic symptom of duodenal ulcer. Blood cannot 
always be demonstrated in the stools, even in florid 
ulcer. In several cases, during the operation, the 
ulcer could not be felt from outside through the 
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intestinal wall, and even internal palpation was 
without result in some cases. In treatment, gastro- 
enterostomy with occlusion of the pylorus by Kell- 
ing’s method, or more rarely by ligation, was pre- 
ferred to Von Eiselsberg’s excision, which presents 
great technical difficulties. Many cases in the 
material show that simple gastro-enterostomy in 
cases of ulcer that have not led to stenosis is not 
sufficient. There was recurrence of hemorrhage, 
perforation of the ulcer, and florid ulcer, after three 
years. The material is too uneven and too recent 
to be used as a basis of judgment as to permanent 
results. BLEZINGER. 


The Duodenum: Mobilization, 


Kanavel, A. B.: 
Tr. West- 


Traumatic Rupture, and Toxzemia. 
ern Surg. Ass., St. Louis, 1913, Dec. 
By Surg., Gynec. & Obst. 

This contribution dealt with three questions: 
First, the possibility of mobilizing the duodenum; 
second, a consideration of traumatic rupture, its 
diagnosis and treatment; third, the question of 
toxemia developing in those cases in which the 
duodenum has been ruptured. Attention was called 
to the difficulty of reaching the third and lower 
portion of the duodenum by Kocher’s method of 
mobilization, and it was suggested that the following 
procedure should be used. 

In the first of two cases going to operation, the 
author experienced great difficulty in mobilizing 
by Kocher’s method; and in the second case of 
extraperitoneal rupture of the duodenum, he raised 
the colon and made an incision in the peritoneum 
between the duodenum and the hepatic flexure of 
the colon, i.e., in the peritoneal covering of the 
colonic mesentery. The opening was enlarged by 
the fingers and the entire retroperitoneal duodenum 
in its lower part was completely exposed, thus allow- 
ing of suture and treatment. 

The cases of extraperitoneal rupture which the 
author reports (both cases were fatal) presented 
marked toxemia, and death was apparently due to 
this toxemia rather than to peritonitis, the ab- 
sence of which was demonstrated by post-mortems. 

The question as to whether the toxemia was due 
to a secretion of the duodenum or to some other 
factor was discussed. 


Pantzer, H.O.: Fibroma of the Intestine, Even- 
tuating in Intussusception and Obstruction. 
Am. J. Obst., N. Y., 1913, lxix, No. 5. 

By Surg., Gynec. & Obst. 

The patient, a girl of 15 years, for three months 
had abdom‘nal distress, which on three occasions 
had been rather severe and had finally presented 
symptoms of bowel obstruction. Operation re- 


vealed an intussusception about ro inches in length 
in the ileum, 10 inches from the cecum. When the 
bowel was reduced, the cause of the trouble was 
found to be a fibroma of the bowel wall, the sessile 
attachment of which was marked by a white in- 
durated depressed spot 


the size of a nickel. 
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Three inches of the affected gut were resected and 
an end-to-end anastomosis was done. The tumor 
was 1% by 234 inches in size. The recovery was 
uneventful. N. Sproat HEANEY. 


Venot, H., and Parcelier, A.: Primary Carcinoma 
of the Small Intestine (Le carcinome primitif du 
jéjuno-iléon). Rev. de chir., 1913, xlvii, 687. 

By Journal de Chirurgie. 

Confusion in diagnosing tuberculosis is easy and so 
frequent that a diagnosis of cancer ought not to be 
accepted unless verified histologically. This lo- 
calization of cancer is rare and Venot and Parcelier 
have only found 47 authentic cases. It occurs 
frequently in men of from 40 to 60 years of age and 
it is usually in the lower or upper third. 

It is generally ring-shaped, forming a ligature which 
constricts the intestine till it is impermeable, some- 
times even to liquids. The intestine is hypertro- 
phied, dilated, cedematous; there is an inflammatory 
pseudohypertrophy. The mesentery is thick, in- 
filtrated, and sometimes nodular, from increase in 
size of the glands. Adhesions are frequent, in- 
vagination exceptional, and perforation rare. 

There are glandular metastases in 40 per cent of 
the cases, and often metastases in the peritoneum 
or viscera—liver, ovary, bones, kidneys, and rectum. 

The diffuse form is characterized by the presence 
of multiple foci, which develop in rare cases by 
autotransplantation, or by metastases through the 
lymphatics, or by simultaneous evolution. 

There are exceptional cylindrical aneurismal 
forms, not causing stenosis, which resemble sarcoma. 

They are generally adenocarcinoma, rarely scir- 
rhous, diffuse epithelioma, or colloid cancer. 

A rare form is described under the name of car- 
cinoid tumor of the small intestine. It has been 
found only at autopsy, and is in the form of separate 
nodules, opaque, white, and hard, and occupying 
the free border of the intestine. Some say that the 
origin of these tumors is in aberrant pancreati: 
nodules; others, in the débris of the omphalo 
mesenteric duct; others, in the glands of Lieberkiihn 

Clinically the onset is gradual, characterized by a 
continuous pain at the seat of the tumor, or by coli: 
which indicates the beginning of stenosis. 

Vomiting is frequent, as are also disturbances in 
the intestinal circulation. At the same time thx 
general health declines and emaciation follows 
rapidly. The tumor cannot always be felt on palpa- 
tion, and it is in such cases that examination of the 
feeces and réntgen examination are valuable. 

Intestinal occlusion is the most important of the 
complications, and it occurs in 40 per cent of the 
cases. Diagnosis can be made when there are 
functional and physical signs of stenosis of the small 
intestine, accompanied by early and pronounced 
changes in the general health. However, difier- 
entiation from tumor of the stomach is not always 
easy, but examination of the stomach contents will 
usually settle the question. Confusion with tumor 
of the large intestine is more frequent. 
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But even in exploratory operation the gross ap- 
pearance of cancer of the small intestine is not ab- 
solutely characteristic and is often confused with 
tuberculosis producing stenosis. 

Prognosis is greve, for it always leads sooner or 
later to occlusion; in the forms with multiple foci it 
is even more grave. 

The treatment may be radical or palliative. Of 
36 cases reported by the authors, 26 had resection 
performed; of these, 16 recovered and 1o died, a 
mortality of 38.4 per cent. But ten of these were 
operated on after occlusion had taken place, with 
seven deaths, or 70 per cent mortality. Of the 16 
operated on before occlusion there were thirteen re- 
coveries and three deaths, or 18.7 per cent mortality. 

Palliative operations show a mortality of 60 per 
cent, these figures being explained by the advanced 
stage of the disease when operation was performed. 
Artificial anus of the small intestine is so incon- 
venient and so grave that it is better to try entero- 
anastomosis at a distance from the cancer. 

Lengthy survivals are not rare; Kummer re- 
ports a case free from recurrence after 7 years and 
7 months, and Mikulicz, one after 7 years and 5 
months. J. Oxinczyc. 


Guibe, M.: Relations Between Appendicitis and 
Diverticulitis (Sur les rapports entre l’appendicite 

et la diverticulite). Presse méd., 1913, xxi, 713. 
By Journal de Chirurgie. 

Simultaneous lesions of the appendix and a 
Meckel’s diverticulum are probably quite frequent. 
They may be simply a coincidence, or the one may be 
caused by the other; in the latter case, it is generally 
thé appendicitis that is primary and causes the 
diverticulitis. 

A case is described of a young man of 17 who was 
operated on for a gangrenous appendix containing 
a fecal calculus. On operation there was found to 
be a free Meckel’s diverticulum, at least 6 or 8 cm. 
long, with a lumen about equal to that of the small 
intestine in which it was inserted. As the wound 
was infected it was decided not to remove the 
diverticulum. Drainage was inserted and the re- 
covery was unaccompanied by complications. 

Three and a half months later the patient re- 
turned to the hospital, and on the day of his ad- 
mission was seized with violent colic and vomiting, 
for which a second operation was performed. With 
some difficulty the diverticulum was found. It was 
so adherent to the cecum that it could not be freed 
without tearing the wall of the cecum. The di- 
verticulum was ligated and removed, and the wall 
of the cecum restored. Drainage was inserted, 
followed by recovery. 

On histological examination the mucous membrane 
was found to be normal, with no trace of inflam- 
mation. The subserous coat, however, showed 
marked thickening. It was as thick as all the coats 
together would normally be, and was extremely 
vascular. It was made up almost entirely of con- 
nective tissue, presenting, especially deep down 
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near the muscular coat, a fibrous structure with 
wavy bands of connective tissue; more super- 
ficially, it was formed of elongated, fusiform fibro- 
plastic cells. There was no sign anywhere of in- 
flammatory nodules or of collections of leucocytes. 
It was an inflammatory process which had ter- 
minated and the lesions were becoming organized; 
moreover, the process had extended from without 
inward, progressing from the serous toward the 
mucous coat, and almost entirely limited to the 
serous and subserous layers. J. Dumont. 


Basham, D. W.: Retroczcal Appendicitis. /7r. 
Western Surg. Ass., St. Louis, 1913, Dec. 
By Surg., Gynec. & Obst. 

The author recognized three forms of the disease 
based upon the anatomical situation of the appen- 
dix. He thinks that the location of the vermiform 
process has much to do with the character of the 
individual case, the limitations of the abscess, in 
the event of suppuration, being determined by the 
surrounding structures. 

The three most frequent abnormal situations in 
which the appendix is found are: (1) Posterior and 
external to the cecum, with the distal end of the 
appendix directed upward and within the perito- 
neum; (2) posterior and external to the cecum and 
without the peritoneal cavity; and (3) directly 
behind the cecum, often just behind the valve of 
Bauhin. 

He lays stress upon the frequency of obstruction 
of the bowels as a complication of appendicitis 
when the organ is si uated just back of the ileocecal 
region. The author calls at ention to the obstacles 
to a clear diagnosis in these unusual forms of appen- 
dicitis. Special mention is made of the ease with 
which certain cases may be mistaken for some 
obscure renal affection or disease of the gall-bladder; 
and reference is made to the unusual location of the 
tumefaction. Attention is also called to the absence 
of dullness on percussion and the presence of 
resonance when the appendix occupies a position 
directly posterior to the cecum. 

Reference is made to the presence of albumin and 
blood in the urine, with frequent micturition, when 
the inflamed appendix lies in close proximity to the 
ureter as it crosses the psoas muscle. The absence 
of rigidity in the muscles of the anterior walls of the 
abdomen is attributed to the fact that the posterior 
peritoneum, instead of the anterior, is involved in the 
inflammatory process. The pain, which is often 
felt with greatest intensity in the lumbar region and 
over the upper and outer part of the thigh, is ex- 
plained by the fact that the nerves supplying these 
parts are pressed upon in their course outward 
across the psoas muscle beneath the inflammatory 
mass. 

The author believes that suppuration is more 
frequent in these abnormally situated appendices 
than in appendices hanging from the caput ceci 
free in the peritoneal cavity. In the operation for 
post-cecal appendicitis, the author insists upon 
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removal of the appendix, perfect toilet of the abscess 
cavity, and posterior drainage. 


Kostanecki, K.: Comparative Morphology of 
the Czcum, with Special Reference to Its 
Relation to the Peritoneum (Zur vergleichenden 
Morphologie des Blinddarmes unter Beriicksichtigung 
seines Verhiltnisses zum Bauchfell). Anat. Hefte, 
1913, xlviii, 309. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Kostanecki follows the gradual development of 
the cecum in the animal kingdom with the aim of 
explaining its relation in man and the other mam- 
mals. He lays special stress on the relation of the 
cecum to the peritoneum and the blood supply. 
Differences in the findings of different investigators 
are explained by individual differences, differences 
in age, and especially by difference in the degree to 
which the cecum was filled and by the degree of 
contraction of the muscles. He finds in fish (Selachii, 
with finger-shaped glands, and in some Teleostei), as 
well as in amphibia, that the cecum is a projection 
of the dorsal wall of the beginning of the terminal 
intestine in the dorsal layer of the mesentery, di- 
rected toward the head; that is, that they have a 
dorsal caecum. 

Since the cecum has developed within the layer 
of the mesentery and is covered smoothly and uni- 
formly by both layers of the peritoneum, special 
peritoneal folds are not visible; between these 
layers, branches from the superior mesenteric artery 


supply it, and veins pass from it to the first part of 


the portal vein. In reptiles and birds there are 
transition forms between the above form and the 
mammalian. 

The findings in reptiles must be regarded as 
variations on the way to the final form. The cecum 
in reptiles within the same orders and families shows 
great variations in situation, degree of development, 
and form. It may be entirely lacking in some; in 
some it resembles the decided dorsal cecum of the 
amphibia; in the majority of reptiles, especially 
where they are of large size, it is asymmetrical, being 
more strongly developed either toward the left or the 
right. This lateral displacement, the formation of a 
lateral caecum, is the most striking characteristic 
in the reptilian group. The lateral cecum, too, 
either remains intermesenteric throughout its whole 
extent, and only pushes the left or right peritor eal 
layer of the dorsal mesentery before it, or at least 
it is intermesenteric at its point of juncture to the 
large intestine and only its apex is free from the 
layer of mesentery. 

In some groups of the reptilia there is a decided 
boundary between the lumen of the cecum and 
that of the large intestine. Moreover, it is sus- 
pected from the macroscopical appearance that 
there is a histological difference between the mucous 
membrane of the cecum and that of the large 
intestine. Both these facts indicate a specific 
independent function of the cecum. 

In the birds the form of the cecum shows great 
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variations; as a rule, birds have a pair of cecums 
of very large size. The cecum of cryptoprocta 
ferox is given as a type of the mammalian cecum, 
especially on account of the formation of its mesen- 
teric folds) The mammalian cecum is a ventral 
cecum that is connected with the remaining in- 
testine and the mesentery by three typical peritoneal 
folds, viz.: (1) The ileocecal vinculum, analogous 
to the plica ileocecalis, which connects the dorsal 
midline of the cecum with the ventral side of the 
ileum, and (2) and (3) the right and left vascular 
mesentericocecal folds, one on each side of the 
vinculum. Zur VERTH. 


Eisendrath, D. N., and Schnoor, E. W.: The 
Significance of the Jackson Veil. Tr. Western 
Surg. Ass., St. Louis, 1913, Dec. 

By Surg., Gynec. & Obst. 


From observations during operations, from dissec- 
tion of cadavers, and finally from examination of 
ten foetuses, the authors believe that the following 
conclusions may be drawn. 

The parietocolic fold of Jonnesco, synonymous 
with the pericolic membrane or Jackson veil, is a 
reduplication or fold of peritoneum which is con- 
stantly found during foetal or post-natal life. This 
membrane corresponds in every way to the descrip- 
tion of Jackson’s specimens given by Hale in his 
two principal papers, published in 1908 and 1913, 
respectively. It is a fine translucent membrane 
which varies greatly in vascularity. 

In some of the author’s cases there were only a 
few fine capillaries, while in others the membrane 
was extremely vascular. The upper border of this 
right-sided pericolic membrane is almost invariably 
at the level of the hepatic flexure, and its lower 
border from one to one and one-half inches above 
the lower end of thececum. In some of the cases the 
lower border either extended a little farther down 
and covered the entire cecum and a portion of 
appendix, or fused with the fold of Treves. In the 
great majority of cases this fusion did not occur. 

The vessels of the pericolic membrane are, as a 
rule, directed downward and inward. In two of the 
authors’ cases the membrane was as thick as ordi- 
nary cardboard and showed practically no vessels; 
in the remainder of the patients the membrane was 
very thin. The membrane extended inward across 
the front of the colon to the attachment of the meso- 
colon, and either fused with the peritoneum, cover- 
ing the latter, or fused with the omentum along the 
upper third of the ascending colon. These cases 
may be called normal. The membrane, being a 
persistence of a foetal structure, should, under no 
circumstance, be stripped off, as such a step would 
result in leaving an extensive denuded surface. 

From the examination of specimens and from 
observation in the living cases, the authors believe 
that the genito-mesenteric fold of Reid is the fore- 
runner of the ileopelvic band of Lane and bears the 
same potential relation to the Lane kink that the 
pericolic membrane bears to possible kinks of the 














ascending colon—that such constrictions occur 
can no longer be doubted. One case reported af- 
fords ample proof of the réle which the Jackson veil 
may play in the production of acute and chronic 
obstruction of the ascending colon and cecum, but, 
at the present time, it is not clear to the authors 
what causes this change in the pericolic membrane 
from an innocent persistent foetal structure to the 
production of a distinct pathological entity. In 
their opinion, Jackson, Pilcher, Gerster, Flint, and 
others have rendered a great service in calling atten- 
tion to the various sequele of such pathological 
changes in the pericolic membrane. 

In conclusion, the authors believe that one of the 
chief objects of the investigation has been fulfilled 
by calling attention to the fact that there are two 
distinct types of pericolic membrane, viz.: (1) 
Those which are innocent, and (2) those which may 
cause mechanical interference with the function of 
the colon. Each case must be judged upon the 
operative findings, and there is no justification in 
saying that every pericolic membrane requires inter- 
ference — the majority are perfectly normal struc- 
tures. Their examination of foetal cadavers confirms 
those of Gray and Anderson — that there is a left 
parietocolic fold, corresponding in every detail to 
the same structure on the right side. It is a constant 
finding in the foetus, and no doubt search for it in 
the future, during operations on the left side of the 
abdomen, will confirm these foetal observations. 

The treatment of the pathological conditions due 
to the right pericolic membrane must depend on the 
findings in the individual case. 


Lane, W. A.: Chronic Intestinal Stasis. Bri. 
M. J., 1913, ii, 1125. By Surg., Gynec. & Obst. 
In the original article, Lane describes very 
briefly the different situations where intestinal 
“kinks” occur. He states that the kink at the 
ileo-cecal region frequently causes appendicitis. 
The drag by the kink upon the duodenojejunal 
juncture causes a patency and stagnation in the 
duodenum tending to regurgitation in the stomach. 
A chronic pyloric spasm causes a dilatation of the 
stomach. The same stagnation may lead to in- 
flammation of the gall-bladder and ducts or to a 
pancreatitis. The kink at the sigmoid area leads to 
stagnation in the colon and secondary stagnation 
in the small intestines. The author gives the impres- 
sion that many of the human ills can be, in one way 
or another, ascribed to intestinal stasis, e. g., 
Bright’s disease, Raynaud’s disease, cardiospasm, 
ulcer of the stomach and duodenum, degeneration 
of the heart, pancreatitis, prolapse of organs, bends 
in the uterus, tuberculous infections when not 
produced by direct inoculation, rheumatoid arthri- 
tis, and changes in the thyroid gland, whether 
as adenomatous tumors, general enlargement of the 
thyroid, or exophthalmic goiter, etc. 
_ When the patient is under treatment he advises, 
first, the use of paraffin daily to act as a lubricant, 
producing one or more liquid movements a day. 
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This failing, operative measures are undertaken: 
Resection of the large bowel with an ileocolostomy if 
easy; otherwise, merely an ileocolostomy. He never 
performs gastro-enterostomy for duodenal distention 
even if there be duodenal ulceration. If cicatrization 
has produced a narrowing, a gastro-enterostomy is 
performed. In ulceration of the stomach with no 
suspicion of cancerous infection, in addition to a 
short-circuit with or without colectomy, he does a 
gastro-enterostomy to take the strain off the lesser 
curvature by draining the stomach. He states 
that the only risk presented by the operation of 
short-circuiting and colectomy is that of adhesions 
of the intestines to one another or to the abdominal 
wall in such a manner as to produce a varying degree 
of obstruction. M. S. HENDERSON. 


Vignolo, G.: Mobilization of the Intestine by 
Section of the Pelvic Mesocolon, to Re- 
establish Direct Continuity of the Intestine, 
in a Case of Resection of the Sigmoid Flexure 
and a Part of the Descending Colon (Mobilisa- 
tion basale du mesocolon pelvien pour rétablir la con- 
tinuité directe de l’intestin dans les résections du colon 
iliaque et de la portion terminale du colon descend- 
ant). Riforma méd., 1913, xxix, 899. 

By Journal de Chirurgie. 

Vignolo reports the case of a man of 49 who was 
operated on for an ulcerated cancer of the sigmoid. 
The first stage of the operation was the making 
of a cecal anus. The second was undertaken six 
weeks later, and laparotomy showed that the neo- 
plasm involved a part of the descending colon and 
almost all of the sigmoid flexure; the segment in- 
volved, though adherent to the ilia: ssa, was easily 
dissected and removed, but on atte .p ing to approx- 
imate the two ends they were fcund to be ro cm. 
apart. The superior segment was 3 cm. above the 
crest of the ilium, while the lower one rested in the 
iliac fossa, directed downward. An end-to-end 
anastomosis was impossible; the end of the pelvic 
loop could not even be drawn up far enough to 
permit of a termino-lateral anastomosis. But it 
seemed possible to accomplish this by incising the 
base of the pelvic mesocolon; this incision was 
carried to the sacral promontory, and allowed the 
two segments to be brought together in a side-to- 
end anastomosis. After tamponing, a partial suture 
of the upper part of the laparotomy wound was 
done. Thirty days after the operation, the cecal 
anus was closed under local anesthesia; 45 days 
afterward, the patient had completely recovered. 
The segment of colon removed was 20 cm. long 
and 6 to 7 cm. broad at its widest part. Its wall 
was more than 2 cm. thick, the average diameter of 
the lumen about 1% cm. The mucous membrane 
was deeply ulcerated above as well as at the level of 
the stenosis. Histologically, it was found to be an 
infiltrating adenocarcinoma of the intestinal wall. 

The author seems to want to make his operation a 

general surgical procedure for the approximation 

of two segments of intestine where one is fixed and 
the other movable on a mesentery. AMEUILLE. 
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Duval, P.: Indications for Intra- and Extra- 
Abdominal Colectomy in Cancer of the Colon 
(Sur les indications respectives de la colectomie intra- 
abdominale et des colectomies extra-abdominales dans 
les cancers des colons). Bull. et mém. Soc. de chir. de 
Par., 1913, XXxix, 1070. By Journal de Chirurgie. 


In the treatment of cancer of the colon there are 
three methods in use: (1) Intra-abdominal colec- 
tomy with immediate suture of the colon, called 
colectomy in one stage; (2) removal of the coil of 
colon from the abdominal cavity with or without 
the formation of a temporary anus in situ, with 
extra-abdominal colectomy afterwards, called 
colectomy in two stages; (3) colectomy with im- 
mediate formation of an anus in situ. Colectomy 
in three stages is really an intra-abdominal colectomy 
preceded by the construction of an artificial anus 
above the seat of disease. 

These three methods have been considered rivals 
and each has had its ardent adherents, but Duval 
believes each has its special indications. 

In the first place the question is unanimously 
agreed on as far as the cecum, the ascending colon, 
and even the hepatic flexure are concerned. Resec- 
tion of the cecum and the ascending colon is always 
carried out at one operation. All are agreed on one 
other condition, namely, where there is acute ob- 
struction. All authorities agree in making a 
fistula of the cecum in these cases, and delaying 
laparotomy until the acute symptoms have passed. 

The discussion is therefore limited to cases of 
cancer of the transverse colon and of the left colon, 
not complicated by acute obstruction. In these 
cases the indications depend on: (1) The clinical 
conditions; (2) the pathological condition of the 
colon; and (3) the seat of the lesion. 

1. Obesity, heart disease, kidney disuse, or chronic 
intoxication absolutely contra-indicate operation 
in one stage. 

2. When the upper end of the colon is dilated, 
and especially when it is rigid, immediate suture is 
not indicated unless the two ends are practically 
equal in size, and unless the walls of the upper end 
are pliable enough to permit of perfect approxima- 
tion and suture. Moreover, colectomy in one stage 
to be safe, should be preceded by the establishment 
of an artificial anus which will allow the colon to be 
emptied and disinfected. 

3. The last point to be considered is the site of 
the lesion. Some say colectomy in several stages 
should be done on fixed colons, and in one stage 
on mobile colons. But by performing colo-parietal 
dissection one can immobilize the colon, except, 
perhaps, the splenic flexure, so this destruction would 
seem to hold good only in cases in that region. 

. J. Dumont. 


Jones, D. F.: Carcinoma of the Rectum. Boston 


M.®& S. J., 1913, clxix, 707. 
By Surg., Gynec. & Obst. 


Statistics are presented by the author to show 
that the present treatment of carcinoma of the 
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rectum is very unsatisfactory. The average number 
living three years after treatment is only 16 per 
cent. Furthermore, from 25 to 50 per cent of the 
cases which present themselves to the surgeon are 
already in an inoperable condition. The author 
concludes, therefore, that from 4 to 8 per cent of the 
cases which present themselves to the surgeon are 
alive three years after operation. In order to im- 
prove these results the author makes an appeal for 
two things: (1) An earlier diagnosis, and (2) a more 
complete removal of the carcinomatous tissue. 

The diagnosis of carcinoma is rarely made early, 
and oftentimes a probable diagnosis of haemor- 
rhoids is made. In fact, in 10 per cent of the cases 
which present themselves at the Mayo Clinic, there 
has been a previous operation for hemorrhoids. 
It may well be presumed that a much larger per- 
centage of cases had been treated in some way for 
hemorrhoids. Many of these cases could, in all 
probability, have been diagnosed much sooner by 
a careful rectal examination. 

The operation which is suggested is a very exten- 
sive dissection by both the abdominal and sacral 
route. It depends for its rationale upon the recent 
study of the lymphatics of the rectal region. The 
main lymphatics follow the general course of the 
three systems of blood-vessels, namely the superior, 
middle, and inferior hemorrhoidal vessels. In 
addition, there are lymphatics extending from the 
posterior portion of the pararectal plexus and from 
the insertion of the levator ani muscles; these glands 
empty into the lateral sacral glands and the glands 
above the promontory. 

The technique of the operation is carried out in 
two stages. In the first stage, a median abdominal 
incision is made, the sigmoid is sectioned, the in- 
cision being carried down through the mesentery to 
the inferior mesenteric artery, which is tied by two 
ligatures and cut. The lower sigmoid and rectum 
are then dissected from the sacrum, the peritoneal 
leaves dissected from the sides of the rectum, leaving 
all fat attached to the rectum. The ureters are 
found and isolated, after which all fat and glands 
in the pelvis are separated from the pelvic walls 
and vessels by blunt dissection. The rectum is then 
separated from the bladder, after which the dista! 
end of the sigmoid is dropped into the pelvis and 
the peritoneal flaps brought together over it. The 
proximal end is brought out through the wound and 
attached there for a permanent colostomy. 

The second step of the operation is, in most cases. 
carried out by the author immediately. The anus 
is closed by a suture or ligature, an incision made 
about it, and the dissection carried up to meet that 
made in the abdomen. The whole mass is then 
brought out through the perineal wound. 

In some of the author’s cases he has allowed sev- 
eral days to elapse between the two steps. Spinal 
anzsthesia is then used for the second stage. The 
sigmoid, which has not been cut at the first opera- 
tion, is sectioned, the proximal end being inverted 
and left as an appendage to the colostomy. The 
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remainder of the operation is practically the same 
as when both stages are carried out at the same 
operation. J. H. Skies. 


Depage and Mayer: The Surgical Treatment of 
Cancer of the Rectum (Traitement chirurgical du 
cancer du rectum). Arch. prov. de Chir., 1913, xxii, 
332. By Journal de Chirurgie. 

This report to the Belgian Society of Surgery is a 
general review in which the authors describe their 
own method of procedure. They lay great stress on 
the preparation for operation. They do not believe 
in the routine formation of an iliac anus; they use it 
only in cases of obstruction or in cases in which the 
cancers are inoperable because they are immobilized 
by inflammatory infiltration around them. 

They purge their patients several times before the 
operation and empty the intestine by two or three 
enemas the evening before and the morning of the 
operation. For several days they give 1.5 gms. of 
salol per day. 

Except in the abdomino-perineal operation the 
patient is placed in the ventral position, which ex- 
poses the operative field to good light and also 
decreases hemorrhage. 

In case of cancer of the lower part of the rectum, 
the authors practice amputation by the perineal 
route, which is followed by incontinence; while for 
tumors of the middle portion of the rectum and also 
for the upper part of the ampulla, they use the sacral 
route. Their technique is as follows: 

With the patient in the ventral position, a median 
cutaneous incision is made, passing from the middle 
of the sacrum to three or four centimeters above the 
anus, followed by liberation and resection of the 
coccyx. The rectum, circularly detached from the 
neighboring organs below the tumor, is then tied 
with strong silk and cut below the ligature. A 
supplementary suture of strong silk hermetically 
closes the upper segment, which is detached from 
the sacrum and its lateral and anterior insertions 
and brought down. ‘The peritoneal cul-de-sac, 
which is open during these manceuvers is carefully 
sutured when the organ is brought down far enough. 
The diseased portion of the rectum being resected, 
the two ends are united by invagination, the 
proximal end being drawn through the anal portion 
and fixed at several points to the skin. If the tumor 
is near the sphincter the mucous membrane is 
removed from all the lower part, and the upper end 
invaginated through the denuded sphincter. The 
breach is left open with a Mikulicz tampon. In cases 
where rectosigmoid cancers have invaded the entire 
rectum, the abdomino-perineal route may be used. 

Goepel has recommended the high peritonization 
of the abdomen, incising the wall transversely 
above the pubis, detaching the parietal peritoneum 
from the upper edge, and fixing it by a few sutures to 
the posterior pelvic peritoneum; thus the greater 
peritoneal cavity is excluded from the field of opera- 
tion. In April, 1912, he had practiced 21 amputa- 
tions of the rectum by this method, with only 3 
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deaths, though all other statistics of abdomino- 
perineal amputation give 25 to 45 per cent mortality. 

The after-treatment is very important. There 
should be an abundant dressing of gauze and cotton, 
which should be renewed as soon as it becomes 
soiled. During the first few days there should be a 
tolerably strong pressure on the wound. The pa- 
tient is kept constipated for 7 or 8 days with 3 
pellets of 2 centigrams each a day. 

The tampon is removed at the end of 48 hours and 
a daily irrigation of dilute oxygenated water or 
potassium permanganate. The cicatrization of the 
wound, which requires from 6 to 20 weeks, demands 
great waichfulness, especially when, as frequently 
happens, a fistula is established in the lower portion 
of the invaginated segment. It is well, when the 
patient can stand it, to put a large drain through the 
anus into the superior segment. If recurrence does 
not take place within 6 years, permanent recovery is 
assured. GrEorGES LABEY. 


Hayes, M. R. J.: X-Ray in the Diagnosis of Ab- 
normalities in the Intestinal Tract. Med. 
Press & Circ., 1913, Xcvi, 342. 

By Surg., Gynec. & Obst. 


The author opens his subject with a quotation 
from a former paper entitled “‘ X-Rays in the Diag- 
nosis of Urinary Calculi,” which is worthy of repeti- 
tion. It follows: 

“Radiology should be employed as an aid to, and 
not a substitute for, the ordinary methods of diagno- 
sis. The X-ray has proved to be such a ‘short cut’ 
in the diagnosis of so many conditions, and it has re- 
lieved us so much of the necessity of making a care- 
ful analytical study of symptoms and signs, that we 
are becoming more and more inclined to resort to it 
to the exclusion of other trustworthy methods of 
clinical investigation.” 

The cervical portion of the oesophagus is best seen 
in the right or left lateral position; the thoracic, in 
the right anterior or left posterior oblique. To 
visualize the shadow, bismuth carbonate is given in 
cachets of ten to fifteen grains each, or mixed in the 
proportions of two to four ounces to the pint of sago 
and milk, arrowroot, or bread crumbs. The author 
reports two interesting cases of complete obstruction 
of the oesophagus caused by the filling of diverticuli 
with food. 

On fluoroscopical examination the pouches could 
be seen, in each case, to fill; distention caused dis- 
comfort; pressure on the left side of the neck caused 
the ejection of the contents into the mouth, or in- 
clining the head and neck forward and to the right 
permitted portions of the bismuth to pass into the 
stomach. One patient radiographed four days after 
the examination showed the pouch still full of bis- 
muth. 

The author contrasts the X-ray picture of spas- 
modic, cicatricial, and malignant stricture. Spas- 
modic stricture usually occurs at the cardia; the 
bismuth bolus appears in an elongated oval mass 
with rounded head and tapering tail; it accumulates 
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above the obstruction; peristaltic activity increases; 
regurgitation, but seldom vomiting, may occur; the 
spasm suddenly relaxes and the food enters the 
stomach with a rush. 

Cicatricial contraction occurs usually above the 
diaphragm; the food trickles through in a narrow 
stream; peristaltic activity becomes violent; re- 
gurgitation may occur, but the food never enters 
the stomach with a rush. Malignant stricture 
occurs frequently in men; it is located at the cardia 
or the level of the bifurcation of the trachea; the 
food passes normally to the obstruction, or into a 
dilated pouch above it, if closure is not complete, in 
a thin stream through it; peristaltic activity is weak 
or absent, or reverse in action with ejection of food; 
glandular shadows may be present. 

He next describes the normal stomach in the erect 
and horizontal positions. In the erect, the upper 
two-thirds of the lesser curvature is vertical and one 
and one-half inches to the left of the vertebral col- 
umn; the lower one-third curves abruptly toward the 
median line in the region of the umbilicus, the py- 
lorus being seen two inches above and to the right. 
The greater curvature extends to a line drawn 
transversely between the summits of the iliac crests. 
In the horizontal position, the cardiac portion is 
broad and the pyloric correspondingly narrow, the 
greater curvature being two to three inches above 
the umbilicus. The author mentions Holzknecht’s 
four types of normal stomach, the hypertonic, ortho- 
tonic, hypotonic, and atonic, remarking that the 
hypertonic form is very rare. 

The author next discusses gastroptosis, ulcers 
benign and malignant, and hour-glass stomach. 
The degree of ptosis can be estimated by measuring 
the distance of the greater curvature above a line 
drawn transversely between the summits of the iliac 
crests. The dropped stomach is vertical in position, 
dilated, and hypotonic, the cardiac end being 
elongated and tubular. If the pylorus is not dis- 
placed the descent appears to be due to loss of mus- 
cular tone in both the stomach and abdominal wall. 
The greater curvature may descend to the symphy- 
sis pubis without symptoms. The weight of the 
bismuth meal does not cause descent of the stomach. 
Changes in shape due to indiscretions in diet, over- 
loading, atonic abdominal muscles, repeated preg- 
nancies, and tight lacing cause no symptoms. 

Associated with ulcers of the stomach is often a 
spasm of the muscle which produces an hour-glass- 
like appearance and interferes with normal peri- 
staltic movements. The author has not found that 
the point of maximum tenderness on palpation indi- 
cates the site of the ulcer, and he considers this sign 
misleading. 

The true hour-glass stomach must be differ- 
entiated from the above and from the spasmodic 
contraction of the ‘‘mid-gastric sphincter,’’ which 
relaxes after some minutes or disappears when the 
stomach is massaged. 

The characteristic shadow of the true hour-glass 
stomach is that of an inverted cone-shaped cardiac 


INTERNATIONAL ABSTRACT OF SURGERY 


portion, a more or less narrowly constructed portion 
with jagged margins, and a pyloric portion, increas- 
ing in size with the passage of the bismuth. 

In conjunction with the duodenum, the author 
mentions especially a duodenojejunal kink caused by 
the sudden descent of the jejunum, resulting in 
dilation of the duodenum with violent peristaltic 
activity. 

He mentions the possibility of demonstrating 
obstructive lesions, adhesions, and kinks in the ileum 
and colon by continuous observations during the 
passage of the bismuth through these organs. He 
gives the normal time for the passage of the bismuth 
meal at the various points as follows: 

1. Pylorus, in from five to ten minutes. 

2. Stomach empty, in from four to six hours. 

3. Enters cecum, in from three and one-half to 
four hours. 

4. Ileum empty, in seven hours. 

5. Ascending colon, full in six hours. 

6. Splenic flexure, reached in eight or nine hours. 

7. Rectum filling, in twenty to twenty-four hours. 

No purgatives should be given on the days imme- 
diately preceding the examination, nor should con- 
stipation be present. 


Temoin and Baur, J.: A Case of Human Dis- 
tomiasis (Un cas de distomatose humaine observé 

en Berry). Arch. prov. de Chir., 1913, xxii, 381. 
By Journal de Chirurgie. 


A woman of 4o had been treated since 1908 for 
symptoms of hepatic colic without jaundice. She 
had a second attack in September, 1909, and a third 
in November of the same year. After that time 
there was a decline in her general health and 
she became much emaciated and sometimes had 
attacks of vomiting, melzna, and epigastric pain. 
In May, 1911, a tumor appeared, which was hard 
and painful on pressure, and seemed to be located in 
the greater curvature of the stomach. 

In June, 1911, a diagnosis of gastric tumor was 
made. The tumor seemed to be adherent to the 
wall at the level of the greater curvature; but it 
appeared to be limited and about the size of a large 
nut. 

Upon operation, in June, 1911, the tumor was 
found to be adherent to the stomach, which, how- 
ever, was not involved and the adhesions were easily 
freed. The tumor with the part of the wall adherent 
to it was removed, after which the patient rapidly 
recovered health and weight. 

Histological examination of the specimen showed 
that it was made up of fatty omental tissue, the 
meshes of which were filled with an infiltration of 
leucocytes, markedly eosinophilic. In the center of 
this infiltrated area careful examination showed 
distoma hepaticum. 

Examination of the blood, June 29th, showed 
eosinophilia, which had disappeared by July 8th. 
In the faces examined June 29th there were found 
neither ova nor parasites. 

It is almost certain that the liver disturbance in 

















the past had been due to distoma, and that this 
focus, localized in the omentum through the blood 
stream, had made the diagnosis possible. 

Study in the countries where distomiasis is com- 
mon shows that there is no very characteristic 
symptomatology for human distomiasis, and it is 
confused with ordinary affections of the liver. 
However, diagnosis is possible in countries where 
animal distomiasis is prevalent by making a study 
of the leucocytes and complement deviation and 
examining the feces for adult parasites or ova. 

GEORGES LABEY. 


LIVER, PANCREAS, AND SPLEEN 


Debrez, L.: Pathogenesis and Treatment of 
Lithiasis of the Gall-Passages (Le traitement et 
la pathogénie de la lithiase biliaire). Arch. gén. de 
Chir., 1913, No. 8, 914. By Journal de Chirurgie. 


Debrez has made a histological and therapeutic 
study of 58 cases from Winiwarter’s Clinic. He 
divides them into two classes, according to age: 
those below and those above 32 years of age. In 
young subjects acute inflammatory symptoms pre- 
dominate, and often there is impaction of the cal- 
culus in the common duct. 

The gastric pain, so often complained of, he 
thinks is due to the location of the stone in the neck 
of the gall-bladder. It can be reproduced by 
forcibly injecting liquid through a fistula in the 
bladder. 

He believes that in cholecystitis as well as in 
appendicitis one attack is an indication for opera- 
tion; no time should be wasted by waiting till 
graver symptoms appear. The indications for 
cholecystectomy and cholecystostomy have been 
discussed so often that it would hardly be worth 
while going into this part of the work but for the 
fact that in Winiwarter’s Clinic cholecystectomy is 
rather the exceptional operation. He preserves 
the gall-bladder only when he fears that otherwise 
he would have to resort to complicated and danger- 
ous procedures to restore the course of the bile. He 
advises a careful exploration of the neck of the 
bladder and the cystic and common ducts, for he 
thinks the recurrences after cholecystostomy are 
not due to the operation itself, but to the fact that 
the biliary passages were not carefully examined. 

The second and longer part of the work is de- 
voted to the pathogenesis of cholelithiasis. He 
does not settle the question, but makes an interest- 
ing contribution to it based on experimental work 
and laboratory examinations. He recalls the 
theories of the septic and aseptic origin of lithiasis, 
and the old theory of Maunayn, recently taken up 
by Chauffard. He discusses Riedel’s dualist theory, 
which Aschoff and Bacmeister defended in 1909. 
These authors believe that there is a clear distinc- 
tion between the radiate calculi, made up of pure 
cholesterin, which originate solely from stasis of 
bile in an aseptic bladder, and the other forms of 
calculi which originate only in an infected bladder. 
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Debrez has studied the two factors of stasis and 
infection and concludes that there probably is no 
difference in the origin of the cholesterin calculi, 
for only the covering is of pure cholesterin, formed 
around a mixed center of the same composition 
as the mixed calculi. Cholesterin crystals arise 
in the bladder only when it is sterile, the exception 
being one case where it was infected with typhoid 
bacilli. During a septic period the crystals become 
coated with biliary pigments. 
E. DESMAREST. 


Mayo, C. H.: Cholecystitis; and the Factors 
That Control Results of Operation.  /7r. 
Western Surg. Ass., St. Louis, 1913, Dec. 

By Surg., Gynec. & Obst. 


Mayo notes that the results of operation for 
cholecystitis are influenced by many conditions 
besides those in the gall-bladder itself. Among 
these, he enumerates infections within the liver and 
bile ducts causing changes in the balance of the 
acidity of the stomach and of the alkalinity of the 
duodenum, the presence of pyloric spasm, and 
changes in the pancreas. He calls especial attention 
to a group of lymphatic glands extending along the 
common and hepatic ducts and on the cystic duct, 
and notes that any case of cholecystitis with suf- 
ficient infection to produce symptoms will necessari- 
ly affect these glands. In the majority of cases, if 
these glands are much enlarged, one will find a 
lymphoedema of the head of the pancreas as well 
as an infection of the gall-bladder; an exception is 
the general swelling of the mesenteric glands through 
malignancy or gross abdominal infection. The ma- 
jority of cases of cholecystitis are undoubtedly best 
relieved by cholecystectomy. 


Davis, C. B., and Lewis, D. D.: Repair of the 
Common Duct by Means of Transplanted 
Fascia. Tr. Western Surg. Ass., St. Louis, 1913, 
Dec. By Surg., Gynec. & Obst. 

Following partial destruction of the common bile 
duct, temporary continuity of the passage of bile 
between the ends of the severed duct has been 
attempted in a variety of ways. Sullivan, in dogs, 
and Wilms and Brewer, working in man, have used 
successfully a rubber drainage tube as a link between 
the hepatic duct and the lumen of the duodenum, 
while new tissue was developing. Lewis and Davis 
have transplanted free fascia from the abdominal 
wall to bridge gaps in the common duct and to 
patch partially severed ducts. 

Dogs were examined and specimens taken for 
histological examination over a period of one week 
totwo months. At the end of two months the fascial 
flaps were found alive and lined by a layer of mucosa 
that had extended from the remnants of the common 
duct. The bile had passed into the bowel, resulting 
in normal colored stools. Successful repair of the 
ureter by means of free transplanted fascia was also 
reported by the authors. 
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Seidel, H.: Acute Necrosis of the Pancreas (Klinische 
und experimentelle Beitrige zur akuten Pankreasne- 
krose). Beitr. z. klin. Chir., 1913, 1xxxv, 239. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Seidel reports ten cases of acute pancreatitis, 
giving case histories in detail. The beginning was 
always acute, except in two instances where in- 
definite stomach and intestinal disturbances pre- 
ceded the pancreatitis by several days. The symp- 
toms were those of circumscribed peritonitis. In 
six cases there was tension in the region of the 
pancreas. In four cases the urine contained no 
albumin, and six, only traces of it. In two cases it 
contained a slight amount of sugar. Cammidge’s 
reaction was tried in four cases before the operation 
and in three cases afterward. It was positive four 
times and negative three. A history of alcoholism 
was found in one case, and was probable in two 
others. Seven patients suffered from obesity. 
Gall-stones were present in six cases and absent in 
three. In one case they were not looked for. Ar- 
teriosclerosis was found in one case. In another 
case, necrosis of the pancreas was caused by stasis 
in the stomach and duodenum, resulting from a 
kinking of the intestine. Another patient had a 
subphrenic abscess which discharged into the pleura 
and a secondary pleural pancreatic fistula developed. 

The author distinguishes three forms of necrosis: 
hemorrhagic, necrotic, and purulent. He defines 
the clinical symptoms belonging to each, and points 
out that they are merely different stages of the same 
process. Three of the patients operated upon 
recovered, while seven died. As far as the pancreas 
itself was concerned the operation consisted of 
tampon and drainage. 

In the second part of the work the author de- 
scribes experimental work that he has done on dogs. 
His conclusions were that bacterial infection through 
the blood or lymph channels could not be demon- 
strated as a cause of acute pancreatitis. He is not at 
all convinced that pancreatic necrosis is caused by 
embolus, thrombosis, stasis, anemia, or arterio- 
sclerosis of the pancreatic blood-vessels. Stasis of the 
pancreatic secretion causes only chronic inflamma- 
tory processes and not acute necrosis of the pan- 
creas. The transformation of trypsinogen into tryp- 
sin plays an important part in the entrance of toxic 
substances into the pancreas. Seidel believes that 
such toxins may enter the pancreas from the duode- 
num as well as from the gall-passages. Acute 
necrosis of the pancreas may be caused by the differ- 
ent components of the contents of the duodenum and 
gall-passages, bacteria, gall, unneutralized gastric 
juice, fats, oils, soaps, fatty acids, trypsin, etc. 

O. NorDMANN. 


Blaxland, A. J., and Claridge, G. P. C.: Remarks 
on Acute Pancreatitis; with Notes on Seven 
Cases. Brit. M. J., 1913, ii, 1423. 

By Surg., Gynec. & Obst. 
This article is based on six cases observed by the 
author, all of which terminated fatally — four were 
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operated on and two died undiagnosticated. This 
is at variance with the ordinary statistics, which 
give 4o per cent recoveries. In five of the six cases 
gall-stones were present, and in the other there was 
evidence of old inflammatory trouble; only one 
patient gave a history of biliary colic. Three 
patients had had indigestion for a year with or 
without hematemesis. In all cases there was sudden 
onset and copious vomiting. In four of the cases 
collapse was a marked feature. M.S. HENDERSON. 


Besley, F. A.: A Discussion of Pseudopancreatic 
Cysts; with a Report of Four Cases. Tr. West- 
ern Surg. Ass., St. Louis, 1913, Dec. 

By Surg., Gynec. & Obst. 


The author first suggests that the name should 
be changed, the present term not being descriptive 
of the pathological condition. In a review of the 
literature he finds that Loyd first accurately 
described the condition. An analysis of early case 
reports of so-called pancreatic cysts due to trauma 
seems to show that most of them were probably 
pseudocysts. 

The author reports from cases which came under 
his observation — two at Cook County Hospital, 
one at Wesley Hospital, and one at the Post- 
Graduate Hospital. All four cases received violent 
injuries in the upper abdomen, and each case showed 
some immediate reaction from a mild peritoneal 
attack. A tumor developed in from ten days to 
three weeks, appearing as a mass to the left and 
above the umbilicus. In three cases the distended 
stomach was above the tumor and the colon below 
it; in the first case the mass projected above the 
stomach. Fat necrosis was observed in two cases, 
and in two cases the fluid contained pancreatic 
ferments. The four cases reported were all treated 
by incision and drainage, and all of them made an 
uneventful recovery. 


MISCELLANEOUS 
Linkenkeld, J.: Interpretation of Post-Operative 
Symptoms, after Laparotomy (Beitrag zur 


Beurteilung postoperativer Beschwerden nach Laparo- 
tomien). Zéschr. f. Geburtsh. u. Gynék., 1913, Ixxiv, 


226. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author thinks that the appearance of symp- 
toms due to post-operative adhesions is exaggerated. 
Symptoms of adhesion appear only when the lumen 
of the intestine is temporarily or permanently 
narrowed, when there is traction on the mesentery, 
or when adhesions of the omentum exert traction. 
These are the decisive points in operations for ad 
hesions. The persistence of symptoms after opera- 
tion is generally not due to adhesions, even when 
they exist, but to a failure of the operation to get at 
the real cause of the disease. The best procedure, 
therefore, for avoiding post-operative difficulties is 
thorough accuracy in diagnosis and indications, 
before and during the operation. There should be 
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fewer operations for insufficient indications, and 
more accurate knowledge as to the significance of 
symptoms in the region of the cecum, gall-bladder, 
and stomach. Of course, the formation of adhesions 
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may be avoided by careful technique, and by cover- 
ing all exposed places and the stump of the omen- 
tum with peritoneum. 

BUTZENGEIGER. 


SURGERY OF THE EXTREMITIES 


DISEASES OF BONES, JOINTS, MUSCLES, ETC. 
GENERAL CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Fehér, A.: Changes in Bones in Infectious 
Diseases of Childhood (Uber Veranderungen der 
Knochen bei Infektionskrankheiten in Kindesalter). 
Virchow’s Arch. f. path. Anat., etc., Berl., 1913, ccxiii, 
295. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


It has long been known that infectious diseases can 
cause changes even in the bones (Chiari, Fraenkel 
Kassowitz, etc.). The author made examinations in 
35 cases of children, almost all of whom had suffered 
from scarlet fever, measles, diphtheria, whooping 
cough. Of the 35 cases there were only 7 that 
showed no microscopical changes, but even among 
these there were 4 that showed bacteria in the sec- 
tions. In infectious diseases in childhood there is 
almost without exception a distribution of bacteria 
in the capillaries of the bones, particularly at the 
boundaries of the cartilage. The changes in the bone 
consist of a collection of lymphocytes in the cavities 
of the marrow, and in the proliferation of spindle- 
shaped cells of osteogenetic origin. These changes 
correspond to those of the early stages of rickets and 
to those that are produced experimentally in animals 
by giving a diet poor in calcium. The author con- 
cludes that rickets is to be regarded as the result of 
inflammatory processes. MONNIER. 


Klemm, P.: Changes in Bone Tissue in Osteo- 
myelitis; and Its Causes (Uber die Veranderungen 
der knocherneu Grundsubstanz bei Osteomyelitis und 
ihre Ursachen). Deutsche Ztschr. f. Chir., 1913, cxiv, 309. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


From his study of bones affected with osteomyeli- 
tis, Klemm believes that the osteoblasts and all re- 
lated cells take part in bone production. Absorp- 
tion of osteomyelitic bone takes place in the follow- 
ing way: The infected, proliferating marrow lique- 
fies the bone without forming sequestra; absorption 
takes place by lacunar corrosion under the influence 
of special cells, the osteoclasts, which are not formed 
as such, but originate from the osteoblasts, and can 
again change their function and become osteoblasts. 

THIEMANN. 


Skillern, P. G.: Syphilis in the Etiology of Fibrous 
Osteitis. Am. J. M. Sc., 1913, cxlvi, 531. 
By Surg., Gynec. & Obst. 


Elmslie says, “Beyond the opinion that fibrous 
osteitis is an inflammatory lesion, we must acknowl- 
edge that at present we know nothing of its pathol- 





ogy.” Bloodgood has not been able to find any 
definite etiological factor. 

The author, after reciting the history of his case, 
endeavors to establish premises upon which he con- 
cludes that this, if not many other similar cases, is 
due to syphilis of the late hereditary form. The pa- 
tient, a man of 22, complained of a left-sided limp. 
He was in perfect health until seven years previous, 
when, having been thrown from a horse, he sustained 
a slight injury to the left hip and was treated for 
fracture. Two years before the fall he had noticed 
that the thigh was swollen and painful and that the 
leg was bowed. His family history was directly 
negative but indirectly suggestive. 

Upon examination he showed excellent general 
health and condition. The left thigh was greatly 
bowed, the convexity being outward; the femur was 
thickened and roughened but not tender, and there 
were no sinuses nor remains of them. The leg was 
shortened two and a half inches, all of the shorten- 
ing being below the neck. The chronicity of the 
lesion, absence of pain when at rest, lack of sinuses 
or cachexia, with a positive Wassermann, suggested 
syphilis. 

The skiagraph showed an increase in the diam- 
eter of the shaft with an interruption of the medul- 
lary cavity, with contiguous areas of bone produc- 
tion and bone absorption and a clear line of patho- 
logical fracture. 

Under a year’s mixed treatment, and an ambu- 
latory splint together with neosalvarsan twice 
weekly, the condition had greatly improved, suffi- 
ciently to warrant an osteotomy for the correction of 
the deformity. 

A similar case of Elmslie’s is also reported, and 
from these cases the author concludes that fibrous 
osteitis, in some cases at least, is identical with late 
hereditary syphilis of the bone. 

The connection of syphilis with this and other 
bone diseases of obscure etiology should be thor- 
oughly worked out with the aid now afforded by the 
Wassermann reaction. The disease is curable by 
conservative measures and may be struck from the 
fast-shrinking list of bone diseases requiring am- 
putation. H. A. Ports. 


Percy, J. F.: Osteitis Fibrosa Cystica. 
Gynec. & Obst., 1913, Xvii, 536. 

By Surg., Gynec. & Obst. 

The author describes a case of osteitis fibrosa 

cystica occurring in a girl 23 years old, the disease 

involving both ilii and the heads of both femurs. 

The diagnosis was made by means of X-ray pictures. 


Surg., 
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There was a history of trauma at 6 and 8 years. At 
12, the patient developed lameness, some soreness, 
and pain —at first, on motion; later, continually. 
The patient was operated upon, the cysts of the 
femur being curetted, and four months later, those 
of the left ilium were curetted, and Von Mosteg’s 
bone paste injected. The operation relieved her of 
all pain and gave her a feeling of security in using the 
affected joint. 

The author reviews the literature and calls atten- 
tion to the fact that the disease is not so uncommon 
as its failure of mention in the literature of the 
English-speaking world would indicate. He notes 
that many tumors of bone, classed as sarcomatous, 
are undoubtedly cases of osteitis fibrosa cystica. 
By analysis of the literature (Boit, Rehn, Bocken- 
heimer), he shows the identity of osteitis fibrosa 
cystica, Paget’s disease, leontiasis ossea, and snuffle 
disease of swine. He states that the indications for 
operation can safely be enumerated as follows: 

1. Interference with function and the develop- 
ment of deformity. 

2. Pressure upon important vessels, nerves, and 
organs. 

3. Prevention of pathological fracture from a 
large osteoporosis resulting from the disease. When 
this occurs, operation is contra-indicated, as a 
process of repair seems to be immediately initiated. 
It is the author’s belief that when the pernicious 
character of the pathology is considered, especially 
in relation to the ruinous work of the osteoclastic 
cells, a permanent recovery cannot be secured, 
except by radical operation. 


Ridlon, J.: Osteochondritis Dissecans. J.Am.M. 
Ass., 1913, Ixi, 1777. By Surg., Gynec. & Obst. 
The author reports three cases, and reviews one 
previously reported by Freiburg. He presents 
réntgenograms of anterior and lateral views of 
normal knees and knees showing the above con- 
dition. 

His cases are of active, vigorous young men pre- 
senting knees which have given them trouble now 
and then through a period of many years, which 
show nothing save a little swelling, a lack of full 
extension at times from contracture of hamstring 
muscles, and now and then give a little pain. Noth- 
ing is shown on which to base a diagnosis until a 
careful study of good réntgenograms is made. 

His réntgenograms show a detached body, about 
the size of a date-seed, on the lower surface of the 
internal condyle or on the outer aspect of the con- 
dyle; or perhaps the lower surface of the condyle 
has lost its normal convexity. All of his cases 
refused operation. 

In a review of Freiburg’s case, the X-ray shows 
two pieces separated from the internal condyle. 
On operation there was found a loose body the size 
of a cherry, attached to the internal condyle by a 
slender pedicle of connective tissue and synovial 
membrane. ‘The cartilage appeared different in 
color, and pressure on it seemed to indicate that it 
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was loosened from the underlying bone. The author 
does not discuss etiology. J. O. WaLLAcE. 


Sellheim, H.: The Effect of Castration on the 
Growth of Bone in the Sexually Mature 
Organism; and the Relation of Castration to 
Osteomalacia (Der Einfluss der Kastration auf das 
Knochenwachstum des geschlectsreifen Organismus 
und Gedanken iiber die Beziehungen der Kastration 
zur Osteomalacie). Ztschr. f. Geburtsh. u. Gyndk., 
1913, lxxiv, 362. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


After Sellheim had found, in 1899, from experi- 
ments on animals, that castration performed before 
puberty nullifies the relative cessation in the growth 
of bone that normally takes place at puberty, he 
went on with experiments designed to determine 
the influence of castration on the bones of the 
sexually mature organism. 

He used deer for the experiments. The horns, 
growing from a core in the frontal bone, which are 
formed during the time of sexual inactivity, are 
shed during the time of greatest sexual activity and 
the period of rest that follows it. If a male fawn 
is castrated there is no formation of a bony core or 
of horns; the frontal bone keeps the female form. 
But if the animal is castrated after the formation of 
the core, there is a permanent production of bone, 
instead of the regularly intermittent growth. The 
demarcation between the horns and the frontal 
protuberance does not take place at the usual time; 
the horns are not shed. Through the continuous 
growth of bone proceeding from the periosteum to 
the periphery, an enormous formation develops — 
wig-like antlers. 

With the removal of the reproductive glands the 
periodic inhibitory effect on the growth of bone, at 
least of the bony core of the horns, ceases. We can, 
therefore, assume a causal relation between the 
periodicity of the sexual life and the periodicity in 
the formation of the horns. The reproductive 
glands limit the growth of the body at the time of 
the greatest reproductive demands upon it — mat- 
ing-time and pregnancy. Perhaps osteomalacia 
and the favorable effect of castration upon it is 
explained in this way. If we admit that in human 
pregnancy the ovary or the changes taking place in 
it during the puerperium may produce effects later 
on the metabolism of the mother’s bones, osteoma- 
lacia may be regarded as a pathological increase of 
this effect; or if we assume an abnormal constitution 
on the part of the mother, it is a pathological effect of 
a process that is, in itself, normal. BISCHOFF. 


Vaughan, R. T.: Multiple Exostoses: An Heredi- 
tary Affection of the Bony Skeleton. 77. 
Western Surg. Ass., St. Louis, 1913, Dec. 

By Surg., Gynec. & Obst. 


The points which are emphasized by the author 
are: That all cartilaginous exostoses are congenita! 
in origin, being demonstrable probably at birth, 
though usually not recognized by patients or clini- 
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cians until years later; that the tendency to their 
formation is hereditary and transmissible; that they 
are frequently accompanied by other developmental 
defects of the skeleton, some of which are character- 
istic of the affection; and that these tumors may be 
accompanied by congenital defects of other body 
structures. i 

The stunted growth of these individuals is what 
strikes the attention at once. They look like ra- 
chitic dwarfs, but do not have the static deformities 
of the long bones, as do rachitics. Their most 
frequent and characteristic deformity is the defect 
in the lower epiphysis of the ulna, which leads to a 
compensatory bowing of the radius, accompanied 
by ulnar dislocation of the hand and sometimes dis- 
location of the radial head, especially when the 
latter is large and deformed. Synostosis of the radius 
and ulna sometimes occurs, as in one of the cases 
shown, and also synostosis of the tibia and fibula. 
Genu valgum and pes equinovarus have been noted. 
Locking of the joints may occur with large exostoses. 
Sometimes the tips of the exostoses are provided 
with a bursa, which at times connects with neigh- 
boring joints. 

As a rule, cartilaginous exostoses and enchondro- 
mata appear in the first years of life, most frequently 
between the fourth and sixth years. In many or 
most cases, however, the exostoses are first recog- 
nized by the physician, since they may cause the 
patient no symptoms. The more carefully the new- 
born children in exostosis families are examined, 
especially with the X-ray, the more frequently will 
congenital exostoses be discovered. 

The fact that cartilaginous exostoses as well as 
enchondromata represent congenital anomalies of 
the skeleton has not been generally recognized and 
accepted until a comparatively recent time. Since 
these tumors are usually not noticed until late in 
youth, when they obtain a considerable size, and 
since the patients themselves usually consider them 
an acquired affection, the medical profession has 
been late in recognizing their congenital origin. Of 
late years, however, there have been a number of 
cases recorded in which these exostoses were noted 
at or shortly after birth. 

The hereditary character of the affection was 
known long before the fact came to light that these 
exostoses are frequently congenital and that more 
males are affected than females. Reinecke, Teissier 
and Berard, Boyer, Fischer, Sonnenschein and 
Drescher, Weber, and others have described such 
exostosis families. 

_The etiological factors of these bony and car- 
tilaginous growths are practically unknown. In 
several exostosis families intermarriage of near 
relatives has been noted. According to von Berg- 
mann, it is a disease sui generis, representing a 
disturbance in growth of the intermediary cartilage, 
due to an original defective anlage. Various authors 
have considered that rickets might be a factor in the 
origin of the affection. Doubtless numerous mis- 
taken diagnoses have given rise to this idea, inas- 
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much as the deformity has been considered due to 
rickets, instead of to the exostoses and their asso- 
cia ed cartilaginous and bony defects. No direct 
connection between the two diseases has ever been 
demonstrated positively. Histological examination 
shows that the arrangement of the cartilage cells in 
growing exostoses is different from their arrange- 
ment in rickets. In some of these cases a small and 
barely palpabl thyroid has been found; in other 
cases there has been lack of development of the 
sexual function. 

Multiple cartilaginous exostoses are, as a rule, a 
harmless affection, the disturbances in the wrist- 
and elbow-joints being the most bothersome. A 
few exostoses may, on account of their location, 
become very burdensome, but are rarely dangerous. 
Those exostoses which lock the joints may be re- 
moved. Neuralgia, paralysis, epilepsy, apoplexy, 
defective hearing, dystocia in labor and rupture of 
the uterus, exopthalmos, rupture of the popliteal 
artery with aneurism formation, and also malignant 
degeneration, have been described. 

In view of these severe, even if infrequent com- 
plications, and the considerable and not infrequent 
deformities occurring in this disease, the undesira- 
bility of the intermarriage of members of exostosis 
families, in the light of Mendel’s law, should be 
recognized by physicians and eugenists. 


Fay, O. J.: Traumatic Periosteal Bone and 
Callus Formation: The So-Called Trau- 
matic Ossifying Myositis. Tr. Western Surg. Ass., 
St. Louis, 1913, Dec. By Surg., Gynec. & Obst. 

Fay reports six cases of traumatic intramuscular 
ossification, and reviews the literature on the sub- 
ject. In four of his cases, the brachialis anticus was 
the muscle involved; in two, the vastus medius. In 
two cases, the ossification followed a dislocation of 
the elbow; in three other cases, a contusion was the 
determining factor; while in the remaining one, there 
had probably been a rupture of the muscle. The 
youngest patient was 16, the oldest 50. 

None of the four theories advanced to explain the 
pathogenesis of these intramuscular bone formations 
(the hemic theory, the theory of aberrant sesamoid 
bones, the theory of periosteal detachment or dis- 
semination, or the theory of ossifying myositis) is: 
entirely satisfactory. The first two have found but 
few supporters; the third does not explain muscle 
ossification in muscles not overlying the bone; while 
the fourth, in so far as it assumes a hematogenous 
infection, lacks clinical evidence. Histologically, 
the bone mass is found to bear a close resemblance 
to the callus of fractures; the whole picture is that of 
a reparative process, the damaged connective- 
tissue cells having temporarily lost their differential 
function and become osteogenetic. Since the term 
myositis ossificans traumatica emphasizes the in- 
flammatory rather than the reparative nature of the 
ossification, the author prefers the appellation 
parosteal callus. 

The early symptoms are those of any contusion, 
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but the functional does not keep pace with the 
objective improvement, and an indurated mass be- 
comes palpable. While the clinical picture and the 
history of trauma may suggest the presence of a 
parosteal callus, the radiograph is essential to differ- 
ential diagnosis. 

Operation is indicated where there is functional 
disability or where the parosteal callus interferes with 
the blood or nerve supply. The prognosis is good 
unless there is periarticular ossification. Early 
operation must be radical, and all damaged tissue 
must be removed to guard against a recurrence, but 
better functional results are obtained if the callus is 
allowed to “ripen.” A conservative operation is 
then possible and the maximum amount of muscle 
tissue is saved. 


Millers, B.: Etiology of Bone and Joint Tuber- 
culosis (Zur Atiologie der Knochen- und Gelenktu- 
berkulose). Deutsche med. Wehnschr., 1913, xxix, 1826. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

While 99 per cent of all pulmonary tuberculosis is 

caused by the human tubercle bacillus and only 1 per 
cent by the bovine type, in bone and joint tubercu- 
losis the bovine bacillus appears in 2.45 per cent of 
the cases. The author bases his conclusions on 12 
cases of his own and 163 cases from the literature, 
and differs from the conclusion of John Fraser of 
Edinburgh, who, in 70 cases of children under 5 years 
of age, found the bovine bacillus in 72.72 per cent, 
and the human in 27.27 per cent, which he attributes 
to the exclusive milk nourishment in early childhood 
and the slight resistance of the mesenteric }ymph- 
glands. These figures differ from those of all other 
authors. Rupp. 


Rollier, A.: Sunshine Treatment of Bone and 
Joint Tuberculosis (Uber die Sonnenbehandlung 
der Knochen- und Gelenktuberkulose). Zéschr. f. 
orthop. Chir., 1913, Xxxii, 337. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb 
Rollier accustoms his patients gradually to com- 

plete exposure to light and the sun’s rays for a 

period of ten to twelve days, beginning always with 

exposure of the lower limbs and protecting the head, 
eyes, and heart. During this time there is a total 

irradiation of 4 to 8 hours, divided into 6 to 8 

periods. Joint tuberculosis is treated principally. 

The first step is to remove every sort of immobilizing 

bandage or apparatus. The patient should have a 

hard bed with a single hard, smooth, flat mattress; 

over this the sheet should be drawn smoothly and 

fastened at the four corners. There should be a 

sand pillow and an air cushion under the pelvis. 

A tight-fitting cloth jacket that can be unbuttoned 

is worn on the body. The treatment of the indi- 

vidual joints can easily be understood from the 
original, as it is profusely illustrated, and follows 
the general principles of surgical extension treat- 
meni, allowing the greatest possible freedom for 
the action of the sun’s rays; the abdominal position 
is preferred. 

The results of the treatment, which is carried on 
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for two or more years, are surprising: there is im- 
provement in the general health, cessation of sup- 
puration, healing of fistulas and abscesses, and 
restoration of the joints to normal condition, 
anatomically as well as functionally. Where com- 
plete sunlight treatment. cannot be carried out, 
Rollier uses deep irradiation with réntgen rays by 
Iselin’s method, avoiding overdosage. Surgical 
procedures are reduced to a minimum and _ tuber- 
culin treatment is not used. MAYERSBACH. 


Tuffier: Osteo-Articular Grafts (Sur les greffes ostéo- 
articulaires). Bull. et mém. Soc. de chir. de Par., 1913, 
XXXiX, 1139. By Journal de Chirurgie. 


TUFFIER reported a case of transplantation of bone 
and cartilage by Duval. The patient, a woman 
of 21, had anirreducible luxation of the right shoulder. 
He resected the head of the humerus and substituted 
the head of the first metatarsal from another 
patient. At the end of six weeks the patient could 
lift her hand to her mouth, and, with some effort, 
to her head. In connection with this case he 
studied the ultimate fate of osteo-articular grafts 
in another patient. He showed X-ray pictures, 
taken every 6 months, of a young man in whom he 
had resected the elbow and substituted the tibio- 
tarsal joint of a woman. They showed that the 
internal malleolus had gradually been absorbed, 
but the remainder of the tibia had assumed its 
function. They did not show what part of the new 
joint was formed by new and what by old bone, 
but it could be seen that some pathological process 
was taking place. The bone on which the graft had 
been made had been affected with suppurative 
osteitis for two years. 

Murpuy says that grafts are absorbed in time, and 
replaced by new bony tissue originating from the 
old bone. But Rehn says the graft at first under- 
goes cellular degeneration, followed by regeneration 
of its own substance. However, as the grafted 
joint permits of normal and useful movements its 
efficacy cannot be disputed. 

MoreEsTIN is sceptical as to the results of the 
transplantation practiced by Duval. He says the 
functional result obtained cannot be attributed to 
a small osteo-cartilaginous fragment, but that re- 
section, pure and simple, would have accomplished 
the same result. He thinks that many so-called 
irreducible luxations could be replaced and that 
even resection is too readily resorted to. 

DELBET says that the expression “‘articular gra{t”’ 
used by Tufhier causes confusion, because it would 
lead one to suppose a whole joint was being tr:ns- 
planted, when, as a matter of fact, only small ostco- 
cartilaginous grafts are being made. 

Successful transplantation of a whole joint has 
been performed only once by LEXER. He does not 
believe much in the utility of small grafts. He be- 
lieves, however, that bone grafts very well. fle 
reported a case in which a graft from the fibula 
lived and fulfilled its physiological function, which he 
considers the important point. 


























MAUCLAIRE gives the results which he has obtained 
with osseous grafts for various lesions of the bones 
without drawing any conclusions as to the efficacy 
of the procedure in general. He reports: 

1. Two cases of grafts to repair defects in 
the diaphysis of long bones resulting from the 
removal of osteo-sarcoma, with recurrence in both 
cases. 

2. In intramedullary grafts for fractures of the 
diaphysis employed in a case of fracture of the 
humerus, he transplanted a fragment of the patient’s 
fibula into the medullary cavity, leaving it covered 
with periosteum. After 18 months there was no 
pain or disturbance in the function of the arm. 
During the past year he treated six cases of fracture 
of the tibia with intramedullary grafts from the 
fibula. Four times he had to remove the grafts 
because of hematoma, which is produced very 
easily in the marrow by inserting the graft. Once 
the operation was well borne, but he has not seen 
the patient since. In the other case, radiography 
shows the fragment of the fibula in the medullary 
cavity maintaining the contact of the fragments. 
The patient walks well. In none of the cases was 
there any disturbance of function in the leg from 
which the fibula was removed. 

In cases of pseudarthrosis, grafts from the fibula 
are of great service, of which method Pierre Delbet 
and Murphy have reported successful cases. 

Murphy had a case of depressed fracture of the 
brain with a large number of irregular fragments, 
which were removed. Six months later a very 
large encephalocele occurred. He applied a frag- 
ment of fascia lata with muscle attached to the 
brain, the muscle lying next to the surface of the 
brain to prevent post-operative adhesions. Over 
this he placed a fragment from the inferior angle 
of the patient’s own scapula, but it did not entirely 
fill the defect and was movable, and four months 
later the lower half of it had to be removed on 
account of necrosis. As the encephalocele is 
insignificant in size and the patient is able to work, 
the operation may be regarded as successful in spite 
of the unfavorable conditions. 

In another case, Murphy treated a similar frac- 
ture in a child of 10 years with complete success, 
although the graft did not entirely fill the defect. 
The successful result was probably due to the youth 
of the patient. 

3. In graft to replace a bony fragment removed 
on account of osteitis, the fourth metacarpal was 
removed for chronic tubercular osteitis and re- 
placed by a fragment from the fibula, but as the 
operation was performed in June, 1913, it is too 
early to know the result. 

4. In partial graft of the joint for ankylosis of 
the elbow, the elbow was resected and cartilage 
transplanted from the tibia and astragalus of an 
amputated leg. There was a recurrence of ankylo- 
sis, but radiography shows that the grafted cartilage 
is living and well fused with the humerus. 

J. Dumont. 


GENERAL SURGERY — SURGERY OF THE EXTREMITIES 















































257 


Niosi, F.: Hzemophiliac Joint Disease (Les arthro- 
pathies hémophiliques). Clin. chir., 1913, xxi, 1707. 
By Journal de Chirurgie. 

Niosi reports two cases of hamophiliac joint 
disease observed in children in the surgical clinic 
of Ceci, at Pisa. 

The first patient, a boy of six, had been sent in 
with a diagnosis of white swelling of the knee. The 
knee was very much swollen, flexed at an angle 
of 145 degrees on the thigh, slightly painful on 
pressure at the level of the internal condyle, and 
there was ballottement of the patella. Active 
motion was impossible, passive motion limited, 
but there was no appreciable muscular atrophy. 

Attention was attracted by the peculiar course of 
the so-called white swelling, and a history of haemo- 
philia was elicited in the patient and one of his 
parents. Several times he had had severe: ham- 
orrhages from insignificant superficial wounds; the 
least blow caused ecchymoses and even true haem- 
atomata; several times nose-bleed had been so 
severe as to require tamponing of the nasal fosse. 
The lesion of the knee had followed suddenly after 
a slight twisting of the joint. The diagnosis was 
based on these facts. 

The only treatment possible was to immobilize 
the limb and exercise continuous traction on it by 
means of weights. An apparent cure was effected, 
but two months later there was a recurrence with- 
out any apparent cause. The treatment was begun 
again, and resulted in a complete cure. 

The second case was a child of eight, brother of 
the preceding one. He had an affection of the 
elbow which had some resemblance to white swelling. 
But he was also evidently a hemophiliac, and had 
had several similar attacks in the ankle and the 
finger-joints. The affection of elbow was cured after 
rest. In connection with these two cases, Niosi 
reviews the question of hemophiliac joint diseases. 

PIERRE FREDET. 


Brehm, O.: The Origin of Joint-Mouse (Zur Kasuis 
tik der Gelenkmause.) Deutsche Ztschr. f. Chir., 1913. 
cxxiv, 81. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author has had two cases of joint-mouse 
which were typical examples of the two chief clinical 
types. In the first case, there were two very large 
completely calcified bodies, one of them larger than 

a patella, with a convoluted surface similar to that 

of the brain. They were found in the knee-joint of 

a 56-year-old man. The joint had undergone marked 

inflammatory changes, and contrary to the usual 

rule, the symptoms caused by the joint-mouse were 
the predominant ones and demanded extirpation. 

In the other case there were solitary, but recurring, 

small, round, flat bodies in a practically normal 

joint with the characteristic joint-mouse symptoms. 

The author agrees with Axhausen’s opinion that 

these movable bodies originate from aseptic cartilage 

or bone necrosis with a resulting local arthritis, as a 

consequence either of traumatic subchondral hem- 
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orrhage (Lexer), embolism (Kénig. jun. Miiller), 
or inflammatory processes. 

The great majority of joint-mice are of inflamma- 
tory origin, a smaller number of traumatic origin. 
This anatomo-pathological distinction has no 
practical value, for the question of extirpation de- 
pends on whether or not the symptoms caused by 
the tophi are the predominant ones. In solitary 
bodies in almost normal joints this is generally the 
case; in arthritic joints with several tophi it is gen- 
erally not true. Cases of the latter group, therefore, 
do not generally require operation. SIEVERS. 


Von Manteuffel: Experimental Arthritis De- 
formans (Uber experimentelle Arthritis deformans). 
Deutsche Ztschr. f. Chir., 1913, Cxxiv, 321. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author gives a detailed report of experiments 
which he carried out to produce changes in the 
skeleton by artificial freezing and congestion. Rud- 
nicki, in similar experiments on the soft parts, found 
artificial sclerosis of the vessels, and the tissue 
changes dependent on it; Von Manteuffel produced 
the changes in the articular ends of the bones that 
are characteristic of arthritis deformans. 

The freezing was produced by directing a spray 
of ether against the shaved hind leg of a guinea pig 
for 3 to 7 minutes, and the congestion by tying a 
rubber tube around the thigh for 13 to 47 hours. 
Similar changes were produced by both methods, 
but to a more pronounced degree by the freezing. 
The cells of the joint cartilages stained irregularly 
and there was a dulling of the surface; there were 
hemorrhages in the region of the joint and a con- 
traction of the cartilage, with secondary proliferation 
in the cells of the capsule of the cartilage; one or 
more medullary spaces approached the capsule and 
consumed it; and finally there was a complete dis- 
appearance of the cartilage and of the entire joint, 
with connective-tissue ankylosis of the two bones. 

The author observed changes in the joint capsule 
similar to those in the cartilage. The vessels showed 
swelling and then proliferation of the intima cells, 
until finally the whole lumen of the vessel was closed. 
He could not determine an etiological relationship 
between these changes in the vessel and those in the 
bones and cartilages. He comes to a different con- 
clusion than Rudnicki’s as to the soft parts, but he 
believes he has demonstrated that the changes 
caused in the joints by cold and congestion may be 
regarded as an artificially produced arthritis defor- 
mans. KNOKE. 


Beck, E. G.: Treatment of Tuberculous Hip- 
Joint Disease with Coexisting Sinus, by Means 
of Bismuth Paste; Report of 102 Cases. fr. 
Western Surg. Ass., St. Louis, 1913, Dec. 

By Surg., Gynec. & Obst. 

The author relates his experience in treating 102 
cases of tuberculous hip-joint disease during the 
past eight years, most of the cases being at the lowest 
stage, riddled with suppurative sinuses. His experi- 
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ence has taught him new points in the treatment of 
these cases, not only from the therapeutic stand- 
point, but also from the diagnostic and preventive 
standpoint. He cites many interesting cases and 
demonstrates the following points: 

1. It has been found that hip-joint disease in its 
incipient stage is too frequently diagnosed as 
rheumatism. Two-thirds of his cases gave the 
history of having been treated in the beginning for 
rheumatism or sciatica. 

2. It has further been noted that when the dis- 
ease had progressed to the stage of abscess forma- 
tion, incision and drainage had been employed as a 
rule, a method which is now of course generally con- 
demned. 

3. It has also been noted that sacral tuberculosis, 
or that of the sacro-iliac joint, is frequently taken for 
hip-joint disease, the author having met with five 
such cases. The reason for this mistake is explained 
by the similarity of the swelling and contracture of 
the limb on the affected side, which is also found in 
hip-joint cases. The radiogram is the deciding 
factor in such cases. This aid had been employed, 
previous to the examinations noted, in only two out 
of the five cases, and the pictures taken were not 
sufficiently clear to make interpretation possible. 

4. Another rather rare complication occurred in 
four cases, namely, the hip-joint disease produced 
a rectal fistula. These belong, of course, to the 
most severe type of joint destruction, in which the 
abscess has spread along the path of the fascia, 
usually through the notch below the anterior supe- 
rior spine, then along the pelvic fascia toward the 
pararectal tissues, and there either opened into the 
rectum or around the anal opening. 

5. The acetabulum is affected in the majority of 
hip-joint cases. Rarely does it break through into 
the pelvis and allow the abscess to find its way into 
the pelvis, the author having but one such case on 
record. The iliac bone is affected in about 5 per 
cent of the cases. 


Kirmisson: Malformation of the Tibio-Tarsal 
Joint, Known in Germany as Volkmann’s 
Deformity (La malformation de l’articulation tibio- 
tarsienne connue en Allemagne sous le nom de dé- 
formation de Volkmann). Rev. d’orthop., 1913, No. 5. 
385. 

What is called in Germany Volkmann’s deform 
ity is not, as the surgeon of Halle thought, 
congenital luxation of the joint between the tibia 
and the tarsus. It is, as Bidder has shown, and 
as Kirmisson has proved anew, a malformation 
characterized by an abnormal obliquity of the line 
of articulation between the tibia and tarsus, du: 
to an arrest of development in one of the boncs 
of the leg, either the tibia or the fibula. These 
bones are not absent congenitally, but they are 
imperfectly developed. 

In the great majority of cases it is the lower end 
of the fibula that is arrested in development; there- 
fore, the line of articulation is oblique from below 














upward and from within outward. The foot pre- 
sents talipes equino-valgus. Volkmann’s is a 
typical case. 

In rare cases the deviation is in the form equino- 
varus, as in Burckhardt’s and Kirmisson’s cases. 
It is best not to be hasty in treatment, in this as in 
most cases of congenital malformation of bones, 
for there is danger of recurrence. 

During the first few years of life an apparatus 
may be worn which will enable the child to walk 
and prevent the progress of the deformity, but this 
treatment is only palliative. 

The surgical procedure of choice is tibiotarsal 
ankylosis. Tenotomy, though overcoming the 
equine deformity, requires the wearing of an ap- 
paratus ‘to maintain it. Wedge-shaped osteotomy 
of the most completely developed bone corrects the 
malformation, but it does not assure the persistence 
of this correction, because the obliquity of the line 
of articulation persists and tends to reproduce 
the deformity. 

Ankylosis gets at the cause of the deformity, 
modifies the direction of the line of articulation, 
and brings about definite correction of the deviation 
of the foot. It should be extensive enough to be 
completely curative. Kirmisson thinks that it 
should not be performed until the tenth year. 

ALBERT MOUCHET. 


SURGERY OF THE BONES, JOINTS, ETC. 


Quénu, E., and Gatellier, J.: Treatment of Old 
Fractures of the Patella (Revue sur le traitement 
des fractures anciennes de la rotule). Rev. de chir., 
1913, xlix, 173. By Journal de Chirurgie. 

Old cases are in all respects worse subjects for 
operation than recent ones. They are rare, however, 
as fracture of the patella is now universally treated 
by early operation. Results justify this treatment: 
there is not more than one death in 500 cases 
operated on; recurrence of fracture is much rarer; 
and restoration of function is rapid and perfect. 
Old fractures, therefore, are generally those where 
there has been some contra-indication to immediate 
open operation. 

The author defines old fractures as those of from 
six weeks’ to two months’ duration. In these, there 
is generally pseudarthrosis and no osseous callus; 
the up er fragment rises to the subcondyloid region 
and adheres there; the lower fragment moves to- 
ward the tibia, and both become encapsulated with 
fibrous tissue. There is retraction of the surround- 
ing fibrous tissue, arthrosynovitis, and atrophy of 
the quadriceps. 

The patient finds walking painful; he cannot walk 
on an inclined plane, and on uneven ground he fre- 
quently falls. These conditions cause sprains, 
hydrarthrosis from blows, and repetition of the 
fracture on the same or the opposite side. Operation 
becomes necessary, but is difficult on account of 
the separation of the fragments. It may consist of 
osteosynthesis, autoplastic operation, or even of 
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extirpation of the patella. The methods of several 
different authors for each are described in the article. 
Lucas-Champonniére reinforces the fibrous callus 
with metal wires which form a hinge. Chaput has 
performed subperiosteal resection of the upper frag- 
ment. 

Since 1893 the results have been excellent in 80 
per cent of cases, good in 17 per cent, with death or 
failure in 3 percent. The simplest procedure should 
be tried first — traction on the patellar tendon or 
V-shaped incisions. The mobilization of the tuber- 
osity of the tibia may be necessary to secure coapta- 
tion. In case of failure of osteosynthesis it is nec- 
essary to perform an autoplastic operation, and 
Quénu and Gatellier prefer Ferraresi’s method of 
utilizing the quadriceps. J. Oxrnezye. 


Petroff, N. N.: Transplantation of Bone (Die freie 
Knochenplastik). St. Petersburg: Ettinger, 1913. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


This monograph is divided into an experimental 
and a clinical part. In the first part the author gives 
a short review of the literature of the question (Ollier, 
Barth, Marchand, Axhausen, Frangenheim). From 
these works and his own earlier work he concludes 
that the fact of the regeneration of bone after trans- 
plantation is confirmed. The topographical dis- 
tribution of the new layers of bone has even been 
made out, but the question of the origin of this new 
bone is not settled. 

The first law in bone transplantation is that living 
bone of the same species, or, better still, of the same 
individual, must be used. The author cites his own 
experiments to illustrate the difference in the prac- 
tical results obtained by transplantation of bone 
with and without periosteum, and in autoplastic and 
homoplastic transplantation. In 12 rabbits, 2 to 
3 cm. of the diaphysis of the radius or ulna were re- 
sected, and the defect was filled in 7 cases by 
homoplastic transplantation, in 5 cases by auto- 
plastic. 

In the homoplastic transplantations periosteum 
alone was used — a piece of rib covered with perios- 
teum and a rib without periosteum. The bone 
without periosteum was quickly absorbed. In the 
autoplastic transplantations the same principles 
were carried out. The bone without periosteum 
lived and thrived almost as well as that with 
periosteum. 

The author gives further experiments in repairing 
skull injuries. In 7 cases, dogs and rabbits, the 
defects in the skull were covered by the autoplastic 
transplantation of pieces of rib; they lived and 
closed the aperture firmly. The bone-forming 
capacity of the dura mater is very slight. Two 
defects were not covered, and after six weeks there 
was a thin plate of bone in both rabbits. Four 
defects were covered with decalcified bone, two 
with heated bone, and five with celluloid plates. 
Repair can be effected by any of these methods. 

The general rules for bone transplantation are 
discussed. The individual’s own bone is considered 
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the best material. Homoplastic transplantation 
should be done only when this is not available, and, 
in the latter case, bone covered with periosteum 
should be used. Transplantation of bone from the 
corpse (Kiittner) should only be used in exceptional 
cases. The transplanted bone must be closely ap- 
plied to the soft parts; fixation of the bone is best 
secured by wedges of bone. In regard to osteoplastic 
operations on the skull, the author thinks, as a 
general rule, openings in the skull should be closed. 
In fresh traumatic injuries of the skull the primary 
reimplantation of the injured bone is to be recom- 
mended. Seventy-three cases of this kind are 
known (Stieda, Bunge, Brewitt, Frank, Schaack). 
In secondary operations, Miiller-Kénig’s method 
or some of its modifications should be used (Hacker- 
Durante, Leotta), and the aperture may be closed 
with pieces of tibia (Seydel) or of rib (Loebnhoffer). 
The article also discusses plastic operations on 
the lower jaw, bones of the face, nose, spinal column, 
and clavicle. For the lower jaw, parts of the jaw 
itself may be used, or pieces of rib or tibia. Success- 
ful cases are known with all these methods. In 
this case transplantations from the clavicle and 
rib with pedicles may also be made use of. Bone 
transplantation is of service in rhinoplasty, but 
the Russian material on this subject has been treated 
in a monograph by Pawloff-Ssilwanski. Attempts 
at osteoplastic operations on the spine have been 
made by Nibbs in kyphosis and by de Quervain in 
dislocation of a vertebra. SCHAACK. 


Poljenoff, A.: Plates and Nails in Bone Surgery 
(Klammern und Nagel in der Knochenchirurgie). 
Arb. a. d. Gouv.-Krankenh., Ssimbirsk, 1913, No. 3, 16. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author recommends in all cases of fracture 
where ideal coaptation of the endscannot be obtained 
by immobilization and extension, the employment 
of open replacement and fixation by plates or nails, 
which can afterwards be removed and so leave no 
disturbing foreign body. He has modified Lambott’s 
plates in such a way that there are two nails instead 
of one at each end, and they are perpendicular to the 
long axis of the plates so that a lateral displacement 
of the fragments is impossible. In thin long bones 
where a displacement in the direction of the axis 
might occur, he prevents it by twisting a wire around 
the end of the fragment and knotting it over the 
plate. The wire is afterwards removed, together 
with the plate, under which the edges of the wound 
are united by sutures; decubitus is not necessary. 
The author has successfully used plates and nails in 
the replacement of pieces of bone with the muscles 
attached tothem. He describes 12 cases of fractures 
and ankylosis of joints; in one case he used Stein- 
mann’s method of extension with nails. HItse. 


Harris, C. H.: Arthroplasty. Tex. St. J. Med., 1913, 
ix, 213. By Surg., Gynec. & Obst. 
Arthroplasty may be primary, following fresh 
articular fracture, or secondary, to replace old, 
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neglected fragments, or to correct ankylosed joints. 
Previous to the development of the muscle and fas- 
cia flaps — technique first used about 1865 — correc- 
tion of ankylosis consisted in chiseling through the 
joint, followed by passive and active motion. The 
results were poor. Murphy was the first to use 
pedunculated fascia flaps, but Behn has shown that 
the pedicle is not necessary. 

Arthroplasty is indicated in ankylosis as a result 
of arthritis, fibrous ankylosis, and unreduced frac- 
tures and dislocations that have resisted conserva- 
tive treatment, and in cases where resection is de- 
manded because of disease. It is contra-indicated 
in cases before the union of the epiphysis to the 
diaphysis; in old age; immediately after severe 
fractures; during active pathologic lesions; in cases 
of extreme atrophy of the muscles concerned with 
the joint, and where there is no subcutaneous fatty 
tissue. The author reports four of his cases with 
good results. W. C. CrarK. 


Ryerson, E. W.: The Surgery of Infantile Paraly- 
sis. J. Am. M. Ass., 1913, lxi, 1614. 
By Surg., Gynec. & Obst. 


The paper deals with the treatment of paralysis 
of the legs and trunk, and the author calls attention 
to the fact that the prevention of deformities during 
the two years following the onset of the paralysis, 
the period of spontaneous repair, deserves a great 
deal of attention. Precautionary measures such as 
the use of splints and retentive apparatus, massage, 
and galvanic electricity are found efficacious. 

The correction of the late deformity must precede 
or accompany the operation for retaining the part 
in the proper position: This may include manipula- 
tion, forcible redressment or operations on the 
tendons and bones. The author prefers the open 
lengthening of the Achilles tendon to the subcu- 
taneous tenotomy, as too great lengthening may 
occur in the latter. 

The principal problem is to retain permanently 
the correction attained, and this result is brought 
about most satisfactorily by tendon transplantation 
or by silk-ligament suspension. 

The Vulpius method, the transplantation of the 
entire healthy tendon, or a portion of it, into the 
tendon or muscle which it is intended to strengthen, 
has been found of value by Ryerson in only a limited 
field. It may be used in the arm or forearm, or in 
supplying power to the flexors or extensors of the 
toes, where there is no great amount of strain. 

The periosteal implantation of Lange gave more 
satisfaction, but was not strong enough in cases of 
drop-foot. In one case, two years after operation, 
there was found a lengthening of one and one-half 
inches, due to a gradual stretching of the periosteal 
attachment. 

Codivilla’s method of nailing the tendons to the 
bones is not considered so reliable as the direct 
suture with silk. 

When sufficient muscles remain to justify trans- 
plantation, the author believes that the best 
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anchorage is obtained by drawing the tendon 
through a one-sixteenth-inch drill hole in the bone; 
the free end of the tendon is then passed through a 
slit in the “‘standing part”’ of the tendon, and is then 
itself split and the ends brought around the standing 
part and fastened with several interrupted fine silk 
sutures, thus firmly anchoring the tendon to the 
bone. 

When transplantation is not feasible, on account 
of extensive paralysis, the foot can be made useful 
by permanently checking the foot-drop. Arthrode- 
sis should not be done, however, in children under 
14 years of age; silk-ligament suspension is consid- 
ered more satisfactory. The author uses bichloride 
braided-silk, size 12 to 16. It is passed through a 
drill hole bored in the base of the first metatarsal 
bone; from there it is passed within the tendon 
sheath of the tibialis anticus, under the annular 
ligament to a point 2 or 3 inches above the ankle 
joint, emerging through a tibial incision. A similar 
procedure on the outer side of the foot is carried 
out, anchoring the distal end of the silk to the base 
of the fifth metatarsal, and carrying it upward 
within the sheath of the peroneus tertius, emerging 
through the tibial incision; a drill hole is bored 
through the crest of the tibia and the two silk 
ligaments secured with the foot held in the’ proper 
position. Pes calcaneus may be benefited by 
lengthening the semitendinosus with heavy silk, 
which is inserted into the os calcis. 

Nerve grafting, after the method of Spitzy, 
has not met with success in the hands of the author. 

RoBerT B. Corre.p. 


Little, E. M.: The Treatment of Spastic Para- 
plegia: Little’s Disease. Brii. M. J., 1913, ii, 
1132. By Surg., Gynec. & Obst. 

In considering the treatment of spastic paraplegia, 

under pathology, the author quotes Kiittner as 
saying, ‘‘The subcortical centers are continually 
spurred but not bridled.’”’ He favors early treat- 
ment. As a general outline of treatment he advises 
measures to aid putting the patients on their feet — 
tenotomies, tenoplasties, manipulations, myotomies, 
etc., the main thing to attain being the abduction 
of the limbs and training. Much depends on the 
mentality of the patient. These measures failing, 
he advises neurotomy, complete, as advised by 
Lorenz, though no longer favoring it; partial neu- 
rotomy according to Stoppel; or alcohol injection as 
advised by Allison. He makes a plea for Foerster’s 
operation for the severe cases. He sees no need to 
do this in two stages. He mentions a case of his 
own which, though not ready to be reported, is doing 
well. M. S. HENDERSON. 


Sharpe, W., and Farrell, B. P.: A New Operative 
Treatment for Spastic Paralysis; a Prelimi- 
nary Report. J. Am. M. Ass., 1913, lxi, 1982. 

By Surg., Gynec. & Obst. 
lhe authors present a preliminary report of a new 

method of treatment in spastic paralysis, based on a 


series of twelve cases. Spastic paralysis frequently 
results from a lesion of the brain occurring prior to, 
during, or shortly after birth. It is characterized 
by more or less complete paralysis of the part 
affected, associated with stiffness or spasticity de- 
pending upon the involvement of the pyramidal 
tracts. Athetoid movements of the extremities 
and Jacksonian epileptiform attacks may frequently 
be observed. The paralysis and contractures in- 
crease as the child grows older and usually there is a 
progressive mental impairment. The most common 
lesion is that of intracranial hemorrhage, causing 
cortical clot over the cerebrum and the resulting 
pathological changes. This type forms about 70 
per cent of all cases. 

The remaining 30 per cent are due to agenesis and 
malformations of the cerebral cortex; to cases of 
meningo-encephalitis complicating the acute in- 
fectious diseases. 

In those cases of spastic paralysis in which the 
clinical history suggests a cortical lesion and in 
which there is present an increased intracranial 
pressure as shown by the ophthalmoscope, a right 
subtemporal decompression operation is performed. 
If the pressure is not sufficiently relieved by this 
first operation, a second or left subtemporal decom- 
ression is done within a month. This operation 
is performed to offset the effects of the pressure 
caused by the cerebral lesion — usually hamor- 
rhage with cystic formation. The pathological 
lesions present are dealt with at the same time or 
later, depending upon indications. 

The result of this treatment has been a lessening 
of the spasticity and a definite amelioration of the 
patient’s mental condition. The after-treatment 
consists in overcoming the deformity according 
to orthopedic principles. Two cases are reported 
in detail. 

One of the most important advantages of this 
method is the improvement of the patient’s mental 
condition to such a degree that the co-operation of 
the patient is obtained in carrying out the after- 
treatment. Sufficient time, however, has _ not 
elapsed to make any definite assertion as to perma- 
nency of results. 

This procedure is of value only in those cases of 
spastic paralysis that show signs of increase in 
intracranial pressure. Cases of agenesis and mal- 
formation do not show increased pressure, and are 
therefore easily excluded by thorough and careful 
examinations. A more complete report will be 
published later by the authors. A. C. BAcHMEYER. 


Rich, E. A.: Limitations of Lange’s Silk Liga- 
ments in Paralytic Surgery, and Substitutes 
Therefor. J. Am. M. Ass., 1913, lxi, 1597. 

By Surg., Gynec. & Obst. 


The author gives his personal experiences with silk 
ligaments in forty-eight selected cases. He does 
not use them below the knee, because irritation pro- 
duced by shoes or lacings necessitates the removal of 
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the silk. In the shoulder and elbow he has used 
them with gratifying success. 

He then describes a capsule-tucking operation 
which he does to limit the mobility of paralyzed 
joints. Taking as an example an equinus deformity, 
he makes elliptical skin incisions transversely across 
the ankle-joint, retracts the tendons, and splits the 
ankle-joint midway between its attachment to tibia 
and astragalus with a full horizontal incision; the 
two lips of the capsule are seized with hemostats 
and are overlapped sufficiently to correct the toe- 
drop, and mattress-sutured with very heavy chromi- 
cized catgut. As a result, heavy scar-tissues form 
about the site of the sutures. In addition he short- 
ens tendons, overlaps fascia, and brings the skin to- 
gether — minus the skin-flaps removed — between 
the original incisions. 

He sums up by saying that silk is a foreign body 
and its use is not justifiable around the ankle-joint. 

J. O. WALLACE. 


Singley, J. D.: The Operative Treatment of Hal- 
lux Valgus and Bunion. J. Am. M. Ass., 1913, 
Ixi, 1871. By Surg., Gynec. & Obst. 


The author describes a modification of Fowler’s 
operation for hallux valgus. He makes the incision 
along the outer side of the metatarsal head close to 
the bone, dissecting all the tissues from the dorsal 
to the plantar surface and dividing the external 
lateral ligament so that the great toe may be dis- 
located inward and reversed, exposing the meta- 
tarsal and phalangeal surfaces of the joint directly 
before the operator. Both the metatarsal and the 
phalangeal surfaces are reshaped with a narrow 
jig-saw, the former being convex and the latter con- 
cave, from before backward, so as to prevent lateral 
displacement. Then the metatarsal end is covered 
with a flap of fatty fibrous tissue, dissected from 
the tissues covering the intermetatarsal space and 
sutured in place. 

The tendon of the extensor proprius hallucis is 
divided and the toe returned to place and sutured, the 
capsule being sutured first, then the overlying tis- 
sues, then the skin incision. Drainage with a few 
strands of catgut is advised. The foot is protected 
afterward by a cigar-box splint or a splint along the 
inner side of the foot, of plaster of Paris, to which 
the toe is bandaged. The advantages claimed for 
the operation are mobility of the joint and absence 
of liability to recurrence. J. L. Porter. 


ORTHOPEDICS IN GENERAL 


Ogilvy, C.: 
Surgery. 


Recent Progress in Orthopedic 
N.Y. M. J., 1913, xcviii, 997. 
By Surg., Gynec. & Obst. 


Ogilvy reviews briefly, but interestingly, the 
progress that has been made in the past decade in 
anterior poliomyelitis, congenital dislocation of the 
hip, operative treatment of Pott’s disease, mobiliza- 
tion of ankylosed joints, and rotary lateral curva- 
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ture. His conclusions in regard to rotary lateral 
curvature are: 

1. That the fixed type of rotary lateral curvature, 
developed in childhood and persisting in adolescence, 
cannot be perfectly cured. 

2. That the general condition of the patient can 
be much improved. 

3. That the anteroposterior postural deformity 
can be corrected. 

4. That the lumbar lordosis can be corrected. 

5. That the lateral deviation of the body can be 
corrected. 

6. That the lateral deviation of the spine is cor- 
rected in earlier cases. 

7. That the rotation of the vertebre may be 
improved but not corrected. 

8. That the results obtained by the use of the 
plaster jacket applied by the Abbott method in 
flexion, with corrective pads, are very satisfactory, 
in that the results, above enumerated, are possible 
to be obtained in a shorter time (within six months) 
than by any other method of treatment heretofore 
practiced. CHARLES M. Jacoss. 


Colliver, J. A.: Early Symptoms of Poliomyelitis, 
with Special Reference to a New Preparalytic 
Symptom. Calif. St. J. Med., 1913, xi, 443. 

By Surg., Gynec. & Obst. 

During an epidemic occurring in Southern Cal- 
ifornia, in 1912, the author noted, in addition to the 
classic symptoms, in the preparalytic stage a pecul- 
iar twitching, consisting of tremulous or convulsive 
movements of certain groups of muscles, lasting 

from a few seconds to less than a minute, which did 

not occur oftener than every hour, unless the patient 

was disturbed. The amplitude of vibration was 

greater than a tremor, not so constant and long as a 

convulsion, and more regular than mere twitching, 

yet some of the elements of all being present. It 
usually affected a part or whole of one or more 
limbs, the face or jaw, but sometimes it affected the 
entire body. This condition was often accompanied 
by a cry similar to the hydrocephalic. At times 
there was a slight convulsive movement, during 
which the child was apparently unconscious, with 
eyes set for a few seconds, followed by an immediate 
return to consciousness. The phenomenon resem- 
bled the condition found in strychnine poisoning 
except that the tetanic contractions were not 
general and did not last for any length of time. 

CHARLES M. Jacoss. 


Parker, C. A.: Hollow-Foot: Pes Cavus. J.Am.M. 
Ass., 1913, lxi, 1886. By Surg., Gynec. & Obst. 
The author states that an increase of the longitu- 
dinal arch is entirely normal in some cases, but that 
it may become so great as to cause serious disability; 
that pes cavus is essentially an increased concavity 
of the arch with a shortening of the structures of the 
foot, usually associated with dorsal retraction of the 
toes, which is not a part of the cavus, but bears an 
important relation to its development. That it is 
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usually associated with some other malposition of 
the foot, such as varus, valgus, equinus, or calcaneus. 

As to its etiology, he states that so-called true or 
essential cavus is rare; that cavus is practically 
always of neurogenic origin, resulting from lesions 
of poliomyelitis, of the cerebral cortex, of toxic 
neuritis, the dystrophies. It also results from me- 
chanical causes, as from a shortened limb; and from 
the disturbances of muscles, as in the interrossei 
muscles; from short shoes; also from primary 
myositis of the tibialis anticus. 

He then goes into the mechanism of cavus, and 
states that the normal arch is maintained by the 
shape and arrangement of the bones, the muscles, 
fascia, and ligaments; and that the rigidity of the 
bones maintains the general form of the foot in paral- 
ysis of the muscles, but that the ligaments and fascia 
only imperfectly perform their functions; and that 
disturbances of the function of muscle are responsible 
for the development of most deformities. 

He states that the muscles of the sole, including 
the long flexors of the toes, increase concavity of the 
arch, while those on the dorsum decrease it; that the 
tendo Achilles is the strongest extensor, while the 
tibialis anticus is the opponent; that the extensors 
and flexors of the toes act only indirectly on the 
arch, but that this indirect action is of the utmost 
importance in controlling the stability of the arch; 
and that this interrelation of the flexors and ex- 
tensors of the toes is so fundamentally important in 
preserving the normal condition of the arch that, if 
paralytic calcaneus and, possibly, congenital types 
are left out of consideration, he believes it safe to 
say that a perversion of the normal reciprocal action 
between the ‘flexors and extensors of the toes can 
account for most, if not all, of the remaining types 
of cavus. 

He explains this interrelation as follows: In rest 
with the normal foot, the balance is perfect with the 
toes neither in flexion nor extension. Active flexion 
or extension of the toes affects the flexible arch; 
dorsal extension increases the concavity, while 
plantar flexion decreases it. Normally, the change 
takes place by both muscle and bony adjustment. 
The centers of rotation of the metatarsophalangeal 
articulations are near the centers of the heads of the 
metatarsal bones, and the tendons pass over these 
centers to their attachments to the phalanges and 
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Golant, A. J.: Ankylosis of the Spinal Column 
(Uber die Unbeweglichkeit der Wirbelsiule). Dis- 
sertation, St. Petersb., 1913. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


After a critical review of the literature of the 
subject, the author gives very detailed case histories 
of g cases of ankylosis of the spinal column from 
Bechterew’s Clinic and an exhaustive description of 
the symptomatology and diagnosis of the disease. 
Two of the cases died and he had an opportunity 
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maintain the arch in its normal position, when the 
toes are straight ahead; but when the toes are ex- 
tended, then the flexor tendons on the under side 
must be stretched in order to allow the toes to take 
the new position or the span of the arch must be 
diminished. The tendon does not stretch, but the 
muscle may relax — normally both take place. 

Two sets of flexors, the short flexors in the sole 
and the long flexors passing behind the ankle, are 
concerned in this action; motion at the ankle 
somewhat affects the function of the latter. Ex- 
tension of the foot slightly relaxes the long flexors 
and tends to weaken their effect in the interaction, 
but this is slight, as they pass so near their axis of 
rotation at the ankle that flexion or extension of the 
ankle makes very little difference in their ultimate 
action. 

On the other hand, the dorsal extensors of the toe 
pass a greater distance in front of the axis of motion 
at the ankle and are markedly increased in their 
capacity to extend the toe by strong extension of 
the foot, and thus gain definite power over the flexors, 
that easily maintained their balance in the normal, 
or resting position of the foot. Similarly, the author 
shows the mechanism in decreasing the concavity 
of the arch. 

In health, the various changes are physiological 
and the normal resting place is readily resumed, but 
under pathological conditions, the position cannot 
be assumed, or, if assumed, cannot be maintained. 
The disturbed action of the flexors and extensors is 
usually secondary in nature, the real affection being 
in the synergic muscles; the originally affected 
muscles primarily destroying the balance of the foot, 
and the physiological action of the flexors and ex- 
tensors, under changed conditions, producing the 
deformities. 

He then shows how paralysis of the tibialis anti- 
cus, with resultant foot-drop, and the accompany- 
ing overtension of the toes produce an increase of 
the concavity of the arch. 

Under treatment he states that simple measures 
commonly suffice to restore balance in the initial 
stages; while, in the fixed deformity, great force, 
frequently accompanied by resection of bones and 
section of the soft tissues, is often necessary to re- 
store, in a measure, the normal condition of the foot. 

J. O. WALLACE. 


AND CORD 


to make a careful macroscopic and microscopic 
examination of the spinal column and the central 
nervous system, in his report he adds a description of 
fourteen museum preparations. In order to deter- 
mine the changes which take place in the interverte- 
bral cartilages as a result of age he made a micro- 
scopic examination of the spinal columns of 9g in- 
dividuals from 1 to 89 years of age. He sums up the 
results of his investigations as follows: 

1. With advancing years, changes take place in 
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the intervertebral cartilages which consist chiefly in 
a change of the peripheral zone of the hyaline 
cartilage into osteoid substance, in a relaxation of the 
fibers of the annulus fibrosus, and in a solidification 
of the nucleus gelatinosus. 

2. In primary bony ankylosis of the spinal column 
the changes in the intervertebral cartilages are ab- 
solutely different from those caused by advancing 
age, and may be briefly designated as chondro- 
dystrophic ankylosis of the vertebrz. 

3. The changes in the ankylosed spinal column 
consist in the formation of bridges between the 
bodies of the adjoining vertebrz, in ankylosis of the 
small joints, and in ossification of the ligaments; 
sometimes there is also osteoporosis. 

4. In the different segments of the same spinal 
column different forms of the above changes may be 
observed, which indicate that they are related in 
their pathologic-anatomy. 

5. In some cases symptoms of affection of the 
central nervous system predominate. In these cases 
autopsy discloses chronic meningitis and degenera- 
tive changes of the spinal roots and of the substance 
of the spinal cord, which justifies the separation of 
these cases into a special group called Bechterew’s 
disease. 

6. The other forms of ankylosis of the spinal 
column described in the literature have not been 
subjected to a_ sufficiently careful pathologic- 
anatomical study to enable them to be differentiated. 
There are 26 illustrations in the work, and a bibli- 
ography of 221 titles. RIESENKAMPFF. 


Peltesohn, S.: Abbott’s Treatment of Scoliosis 
Uber die Behandlung der Skoliosen nach Abbott). 
Med. Klin., Berl., 1913, ix, 1451. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author gives a short review of the literature 
that has appeared on the subject up to this time, and 
a critical discussion of the principles, technique, and 
results of Abbott’s method. An improvement in 
scoliosis can be brought about by a strong pull on 
the head (Wullstein), and other authors have previ- 
ously recommended the overcorrection of this 
deformity. The chief new thing in Abbott’s method 
is the overcorrection and fixation in the position of 
flexion of the spinal column, which is best suited for 
the overcoming of scoliosis. 

A further important point is the auxiliary effect of 
breathing in the restoration of the form of the 
thorax, and the careful after-treatment. The thirty 
cases of scoliosis of the second and third degree 
treated with this method by Peltesohn have shown 
good results, but, on the whole, do not permit of a 
decisive judgment in regard to the value of the 
method. 

The question must still be left open as to whether, 
as in Wullstein and Schanz’s plaster-jacket treat- 
ment, there is only an improvement in the external 
form of the body, or whether there is a real anatom- 
ical restoration of the diseased part of the skeleton, 
and after how long a time such a restoration may be 
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expected. It is certain, however, that Abbott’s 
method avoids the severe injury to the organism and 
the high grade atrophy of the muscles that follows 
the wearing of a plaster jacket for only a few months 
and the gymnastic after-treatment that is necessary 
to overcome it. 

Strict indications for the method cannot be given 
as yet, but in the choice of cases there should be a 
good general condition and the absence of acute in- 
flammation of bone. Scolioses of the second and 
third degree should be chosen, and those with a 
single round curve seem to lend themselves better to 
correction than those with short, double, angular 
curves. In general, Abbott’s method must be re- 
garded as a decisive improvement in the treatment 
of severe scoliosis. DUNCKER. 


Nutt, J. J.: Results of Bone Plastic and Graft 
Operations on the Spine, for the Cure of 
Pott’s Disease. J. Am. M. Ass., 1913, lxi, 1780. 

By Surg., Gynec. & Obst. 


Nutt has observed 15 cases of the above, at 
Sea Breeze Hospital, since November, 1912. There 
were 11 grafts from the tibia, and 4 plastics of the 
spines of the vertebra — the results showing noth- 
ing to indicate preference for either operation. 
Temperature and weight curves were not affected, 
high temperatures continuing after the operation. 

The cases are reported in some detail, and the 
results are tabulated. From the table it appears 
that the average age of the patients was from 2 to 6 
years, 10 being under 4. The duration of the dis- 
ease before operation was from 6 to 24 months in 10 
cases, the time being unknown in 5 cases. At the 
time of operation, the cases were classed as follows: 
Acute, 2; fair, 3; excellent, 3; arrested, 4. The dis- 
ease was, in all cases, either dorsal or dorsolumbar. 
External support was removed in from 45 days to 
nine months, except in two cases, in one of which no 
support was used, the other having continuous bed- 
treatment. Symptoms of insufficient protection 
appeared in one to six months in the 6 cases which 
presented definite symptoms of relapse, 7 had no 
return of symptoms, and in 2 cases it was a question 
whether the symptoms had been relieved at all. 
The deformity increased in 10 cases, including 4 
classified as having no return of symptoms, muscular 
spasm being present in all cases showing symptoms. 

Nutt concludes that the operation was beneficial 
in 3 cases; doubtful in 3; and of no benefit in 9; & 
cases being still under treatment, at a period of from 
6 to 18 months after the report, these including 
some from each of the last mentioned groups. The 
author’s conclusions are: (1) The claims for the 
operation have not been substantiated (referring to 
the report of the Sea Breeze Hospital). (2) Alter- 
ations in technique, such as implantation of longer 
graft and extension of the time of external support,” 
may improve the results, but this could be deter- 
mined only after two years’ observation. (3) The 
danger from the operation is not the result of the 
operation itself, but the result of “‘creating a sense 
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of talse security,” and the “consequent neglect 
of other therapeutic measures,” such as external 
support. 

In the discussion of the paper the consensus of 
opinion was that these operations are still to be 
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Leriche, R.: Stretching and Section of the 
Perivascular Nerves in Some Painful Syn- 
dromes of Arterial Origin, and in Some 
Trophic Disturbances (De l’élongation et de la 
section des nerfs périvasculaires dans certains syn- 
dromes douloureux d’origine artérielle et dans quelques 
troubles trophiques). Lyon chir., 1913, x, 378. 

By Journal de Chirurgie. 

Stretching the solar plexus has failed in the 
treatment of the gastric crises of tabes, but Leriche 
believes that this procedure, devised by Jaboulay, 
should not be dropped from surgical treatment, 
and that there may be other indications for it in 
troubles of sympathetic origin. 

He points out three possible indications, which 
are not, however, sanctional by general practice. 
They are as follows: 

1. Intestinal syndromes of arterial origin, con- 
sisting in crises of pain around the umbilicus with 
general or partial distention of the intestine, ab- 
solute constipation, dyspnoea, crises of enteralgia 
and vasomotor diarrhoea, and certain forms of 
symptomatic enterocolitis accompanied by out- 
breaks of diarrhoea with bloody stools, may be im- 
proved by stretching the solar plexus and sectioning 
the sympathetic fibers which surround the superior 
mesenteric artery at the point where it crosses the 
third part of the duodenum. 

2. In subacute inflammation of the arch of the 
aorta, the agonizing pain and the reflex disturbances, 
angina of the breast, vertigo, dyspnoea, and acute 
cedema of the lungs, are in large part due to in- 
flammatory irritation of the nervous plexus around 
the aorta. By resection of the second and third 
costal cartilages the aorta may be laid bare at its 
point of departure from the pericardium and the 
plexus freed from its inflammatory adhesions. 

3. There are indications for denudation of the 
large arterial trunks of the limbs in Raynaud’s 
disease, and perhaps also in congenital trophic 
cedema, which Sicard and Laignel-Lavastine have 
attributed to a sympathetic origin; and it has been 
proved in stubborn perforating ulcers (Jaboulay, 
Viannay, Leriche). 

The above are only suggestions and have not yet 
received the sanction of practice. They may, 
perhaps, appear somewhat dangerous, but they are 
logical. In a case of trophic cedema of the leg, 
Leriche performed denudation of the femoral artery 
in Scarpa’s triangle; the operation caused a decrease 
of 2 cm. in the circumference of the leg, but the case 
was not followed up. Cu. LENORMANT. 





considered as in the trial stage. Cotton reported 
some interesting results of experiments he has been 
doing in the use of spongy bone for grafts, his work 
seeming to show that they are superior to cortical 
bone for this purpose. C. E. WELIts. 


NERVOUS SYSTEM 


Spisharnij, J. K.: Surgery of the Nerve Trunks 
‘Zuc Chirurgie der Nervenstamme). Verhandl. d. 
XII Kong. russ. Chir., 1913, xii, 63. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author reports 27 cases, which are divided 
into two groups. The first group comprised 15 
patients, on whom 18 operations were performed, 
consisting of nerve-anastomosis, nerve-suture, and 
neurolysis. In the cases of anastomosis the normal 
nerve accessory, hypoglossus, was implanted into 
a split in the paralyzed facial and the cut ends of 
the nerve were united by direct suture. If a large 
part of the nerve was removed, he attempted to 
restore it by stretching both stumps; in one case a 
resected piece 6 cm. long was compensated for in 
this way. Primary suture of nerves has no advan- 
tages over secondary, since the regeneration of the 
peripheral section does not take place till after 
about six months; though if the ends are not re 
united within this time the regenerated fibers under- 
go degeneration again. 

In order to guard the nerve, which has been su- 
tured or freed from cicatricial tissue, from adhesions 
with the neighboring tissues, the author recom- 
mends making a sheath of fascia lata. In 60 per 
cent of his cases he obtained restoration of function 
or improvement, but in no case complete restitutio 
ad integrum. Restoration of conduction took place 
only after considerable time — as long as a year; 
and sensation was restored first, then motion. The 
best results were obtained in the radial nerve. 

In the second group are nine cases of resection of 
nerve trunks, among them the three of nerve 
implantation already mentioned, in which complete 
functional restoration was accomplished. Five times 
nerve trunks had to be resected in extirpation of 
tumors. Resection of the vagus on one side, in 3 
cases, did not cause any serious symptoms in heart 
or respiration, either during or after the operation. 
In severe cases of neuralgia of the second and third 
divisions of the trifacial nerves, he cut the roots of 
the gasserian ganglion, partially excised the latter, 
and removed the intracranial part of the second and 
third divisions. Besides accomplishing complete 
cure, this operation has the advantage of being less 
dangerous for the patient. Bleeding from the mid- 
dle meningeal artery during the operation was 
avoided by cutting it at the foramen spinosum and 
stopping up the opening with a piece of bone. The 
same procedure can be used at the foramen ovale 
and the foramen rotundum to void regeneration of 
twigs of the trifacial. STROMBERG. 
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DISEASES AND SURGERY OF THE 


Beck, S.C.: The Treatment of Burns (Uber die 
Behandlung der Verbrennungen). Therap. Monatsh., 
1913, XXVii, 561. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
Beck treats burn wounds with wet dressings of 
1/3000 to 1/4000 potassium permanganate solution 
until suppuration has ceased. The dressings are 
saturated every half-hour with the solution and 
covered with some impermeable material. He 
advises a complete bath twice daily, using 3 to 4 gm. 
of potassium permanganate for a child’s bath and 
twice that amount for an adult’s. After the raw 
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SKIN AND APPENDAGES 


surface is comparatively clear the exuberant granu- 
lations are kept down by means of caustics. The 
formation of epithelium is hastened by ointment 
dressing. For three to four days an 8 per cent 
amidoazotoluol salve is used, and then for one to 
two days a ro per cent borvaseline is applied. These 
are used alternately until healing has taken place. 
For the relief of pain 5 per cent cycloform is added to 
the above ointments. In the treatment of hyper- 
trophic scar tissue from burns and keloids, fibro- 
lysin and CO: snow have been successfully employed. 
WREDE. 


MISCELLANEOUS 


CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC. 


Bloodgood, J. C.: Cancer Control. Boston M.& 
S. J., 1913, Cclxix, 792. By Surg., Gynec. & Obst. 


In the control of cancer, Bloodgood says there are 
two factors which may be controlled — the duration 
of the disease and the treatment. Long experience 
seems to show that many conditions, of themselves 
harmless, may become cancerous in course of time. 
These conditions are called precancerous by the 
author, and include benign tumors such as warts, 


nevi, or moles, ulcers which do not heal, and chronic 


inflammatory conditions. Many of these lesions 
should receive early and proper treatment in order 
that the best results may be obtained. 

Treatment which is merely irritating is often 
worse than no treatment at all, and the author cen- 
sures very severely the use of caustics, curetting, 
improper use of the X-rays and radium, and carbon 
dioxide snow. The use of the above methods is 
objected to by the author for two reasons, namely: 
(1) The removal may be incomplete; and (2) the 
failure to make a microscopical study of a section of 
the precancerous tissue, for, in some instances, can- 
cer develops very rapidly and can be recognized only 
with the microscope. 

The author cites statistics to show that when can- 
cer is treated in the precancerous or early cancerous 
stage, with the complete removal of the part affected, 
nearly 100 per cent of the cases are cured. The 
longer the cases are allowed to run, the less likeli- 
hood there is of a cure, and the percentage of cures 
in these later cases falls with appalling rapidity. 

J. H. Skies. 


Percy, J. F.: Inoperable Cancer; the Best Methods 
of Discouraging Its Activity; a Study of Heat 

in Cancer. Tr. Western Surg. Ass., St. Louis, 1913, 
Dec. By Surg., Gynec. & Obst. 
Percy’s paper gives a brief résumé of the status 
of the treatment of carcinoma, discusses specifically 
the literature bearing upon the relation of heat to 


cancer, and emphasizes the vulnerability of cancer 
to heat. He refers to the work of Vidal as important, 
showing that the.use of various serums, toxins, 
and vaccines produces no results in the treatment of 
cancer if they fail, when administered, to raise the 
temperature. He therefore concludes that these 
various methods owe their success largely to their 
fever-producing qualities. The various reports of 
diminution of malignant tumors, following infections 
such as erysipelas, assume a new significance. 

He describes his clinical and experimental re- 
searches in the application of heat in cancer; he 
shows, in experiments made on beef muscle, that 
a mass 3 x 3 x 3% inches is entirely coagulated in 
60 minutes. Based upon experimental data, the 
author states that it is logical that there may be 
hope for the eradication of cancerous growths by 
attacking these morbid processes through their 
vulnerability to heat. It therefore remains to 
develop a method of applying heat to the tumor 
mass to a degree of efficiency that will permit of 
the greatest destruction of carcinoma cells with a 
maximum conservation of normal tissue cells. 

He mentions the various methods possibly useful 
in this connection, and, describing his own, speaks 
of it as a practical method for the application of 
heat in the treatment of carcinoma, and insists 
that it has none of the objections that can, with 
reason, be claimed against the various other methods 
enumerated in his paper. The penetration of heat 
by the author’s method can be definitely deter- 
mined and regulated, and its applicability has al- 
most no limitations where the malignant process is 
at all accessible. The method consists of the appli- 
cation of heat from an electrocautery, accurately 
controlled by a rheostat, and applied to the affected 
tissue, as outlined in the author’s two previous 
papers. 

The point is made that heat, and not cauteriza- 
tion, is the object to be attained, and that cauteriza- 
tion is responsible for the early formation of a 
charcoal core, which interferes with the dissemina- 
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tion of heat and later prevents drainage from the 
treated area. Without drainage, there is danger 
from the absorption of large quantities of killed 
cancer-cells. 


Maragliano, D.: Physiotherapy of Abdominal 
Shock (Fisioterapia dei traumi gastro-omentali). 
Clin. chir., 1913, xxi, 1645. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author discusses in detail the new theories as 
to the cause of shock set forth by Preil, Tixier, 
Guinard, Buerger, Churchman, Howell, and others. 
They seem to be agreed that (1) shock is always 
accompanied by a fall in blood pressure and (2) 
this fall in blood pressure results from certain nerve 
reflexes which may be aroused by different forms of 
irritation. Maragliano performed a series of experi- 
ments on anesthetized dogs designed to clear up the 
mode of action of these reflexes. The carotid was 
connected with a Hering’s kymograph, so that the 
effect of eventration of the stomach and different 
manipulations performed on this organ and the 
omentum were graphically recorded. 

In a series of experiments performed on 5 dogs, 
anesthetized with chloroform only, pulling out or 
stretching the stomach caused a fall in blood pres- 
sure, a slowing of the pulse and an increase in its 
volume. These phenomena did not always occur at 
first but always occurred after the irritation was 
repeated three orfour times. In the beginning of the 
experiment there was often a period of indifference. 
The peritoneal reflexes caused by mechanical stimu- 
lation may come through the sympathetic or the 
vagi. Von Tarchanoff, Crile and others think that 
the sympathetic is the chief agent in causing a fall in 
blood pressure. The vagus, on the other hand, 
causes changes in the heart’s action. The author 
tried to determine the function of the vagus. In two 
animals he cut the vagi in the neck on both sides and 
after a time carried out the manipulations above 
described on the stomach. There was a fall in blood 
pressure but the heart’s action was unchanged. 
This shows that the vagi determine pneumocardial 
shock. These reflexes are suppressed when either 
the end organs of the nerves or the nerve trunks are 
paralyzed. He injected novocaine into the stomach, 
omentum, and surrounding tissues. The results 
were not convincing; but when mixed anesthesia was 
used on dogs — chloroform and morphine, 2-5 mg. 
to a kilogram of body weight — there was often a 
marked rise in blood pressure, which was repeated 
with each fresh mechanical stimulation. The fre- 
quency and volume of the pulse did not show any 
further variation. 

The morphine or pantopon should be given a half 
hour before the beginning of the experiment. If a 
bilateral section of the vagi is performed on animals 
so treated the fall in blood pressure and the changes 
in rhythm and quality of the pulse appear again. 
The alkaloids of opium used to precede chloroform 
anesthetization show a very favorable effect, which 
the author attributes to the avoidance of anesthetic 
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shock. He recommends, therefore, the avoidance of 
traumatic shock in operations, the giving of mor- 
phine before the operation, and suggests that after 
the operation the patient should be kept for two or 
three days in a condition of slight morphine stupor. 
He does not discuss the possible effect of this 
procedure on the lungs and intestines. Hotz. 


Stich, R.: Present Status of Transplantation 
of Organs (Uber den heutigen Stand der Organ- 
transplantationen). Deutsche med. Wchnschr., 1913, 
xxix, 1865. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The most careful asepsis is an essential condition 
of success in the transplantation of organs by suture 
of the vessels. Carrel’s method is the best. Ar- 
teries and veins which have undergone autoplastic 
transplantation show under the microscope that the 
different layers are completely intact, while those 
that have been transplanted to different animals, 
and more especially those that have been trans- 
planted to animals of different species, show almost 
without exception a replacement by the tissues of 
the body to which they were transplanted. Skin 
transplantations can be carried out successfully in 
animals that are close blood relations. Periosteum, 
bone marrow, fat, tendons, and cartilage have been 
transplanted between animals of the same species. 

Autoplastic transplantation has been successful 
with suprarenal glands, epithelial bodies, and 
ovaries. The longest time during which a kidney 
transplanted to an animal of the same species has 
continued to functionate has been three months. 
Reimplantation of thyroid glands has frequently 
succeeded with complete functional activity. The 
failures have been due to thrombosis of the thyroid 
veins. The suture of the veins is the decisive factor. 
If thrombosis takes place at once, the transplanted 
organ is lost; if it does not take place until later, 
parts of the thyroid may recover as a result oi 
vascularization from the surrounding tissues. 

All attempts at transplantation between man and 
animals have failed. Homoplastic transplantation 
of the spleen has sometimes succeeded. Attempts 
to further the success of homoplastic transplantation 
by serum injections from one animal to the other, 
by long continued living under the same conditions 
and with the same diet, and by even parabiotic 
union of the two animals by vessel suture, have 
failed. WortTMANN. 


Reschke, K.: Autoplastic and Homoplastic 
Transplantation (Die autoplastische und homoio- 
plastische Transplantation). Dissertation, Berlin, 
1913. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


In the author’s experiments, pieces were removed 
from the stomach and bladder of dogs, and the 
mucous membrane was dissected off and attached 
to the outside of the stomach and bladder, in some 
cases with the mucous surface turned inward, in 
other cases outward. Twenty-six transplantations 
were done, 16 of them autoplastic and 11 homoplas- 
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tic. The latter underwent necrosis, except for a 
part of the muscularis mucosa, and were surrounded. 
and penetrated by granulation tissue so that 
they presented the picture of a connective-tissue 
callus. 

The bladder mucous membrane, which does not 
have a muscularis mucosa, was all absorbed. In 
the autoplastic cases with the mucous side turned 
inward, cysts of various sizes were formed, and 
where it was turned outward there were omental 
adhesions, between which and the mucous mem- 
brane cysts were also formed. Both stomach and 
bladder mucous membrane lived and looked like 
normal tissue. Two of the cysts were examined, and 
in one of them pepsin was found, in the other free 
acid, which must have been secreted by the trans- 
planted glands. Thus they found in homoplastic 
transplantation only a connective-tissue callus, 
while in the autoplastic transplantation there was 
living, proliferating, functionating tissue. 

The differences between autoplastic and homo- 
plastic transplantation were not the same with all 
tissues. In tendons there was no difference; in bone 
tissue it only developed gradually. Homoplastic 
transplantation of vessels gave good functional 
results in spite of the gradual absorption of the 
transplant and the substitution of connective-tissue 
for it. Homoplastic transplantation of fat had only 
slight results, in contrast with good results from the 
corresponding autoplastic transplantation. Homo- 


plastic transplantation shows poor results in the 


skin, mucous membrane, and glandular organs, 

while transplantation of these tissues in the same 

individual generally produces excellent results. 
Fritz Lors. 


SERA, VACCINES, AND FERMENTS 
Wolfsohn, G.: Serum Diagnosis of Cancer 
(Uber Serodiagnostik des Carcinoms). Arch. f. klin. 
Chir., 1913, Cii, 247. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
The author discusses a number of the methods of 
serologic diagnosis of cancer, and especially the 
question of their utilization for clinical diagnosis. 
The hemolytic reactions, the complement-fixation 
method, the allergic reactions, and the antitrypsin 
reaction cannot be used clinically because they are 
too uncertain in their results. Precipitation, 
coagulation, and agglutination cannot be used, for 
it is too difficult to get a uniform tumor extract that 
can be kept; however, the latter reactions may be 
regarded as specific in a biological sense. The 
meiostagmin reaction with lecithin-acetone extracts 
has thus far shown good results, though the material 
examined is relatively small. As this reaction is 
relatively easy to carry out it should be made use of 
in practice. Abderhalden’s method of demonstrat- 
ing specific protective ferments has probably the 
greatest future before it, as it is absolutely specific, 
both clinically and biologically, and gives dependable 
results even in the early stages of tumor formation. 
STADLER. 
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BLOOD 

Hanser, R.: Thrombosis (Zur Frage der Thrombose). 
Virchow’s Arch.f. path. Anat., etc., Berl., 1913, ccxiii, 65. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
The author gives a detailed study of the literature 
of thrombosis, and a considerable section of his 
article is devoted to the theories in regard to it. 
A thorough consideration is given also to the 
history, anatomy, physiology, origin, distribution, 
and number of the blood platelets. The chief part 
of the work is devoted to the question of thrombosis 
itself. Hanser reviews all the important theories and 
facts brought out by anatomical, clinical, and ex- 
perimental research. His own experiments were 
devoted to the important question of the formation 
of thrombosis in circulating and in stagnant blood 
after corrosion of the vessel walls. Thrombus was 
always found in circulating blood, but except for 
the presence of very minute collections of blood 
platelets, it could never be found in stagnant blood. 
In conclusion a résumé is given of the chemical and 
physical conditions in the formation of thrombus and 
the author’s opinion in regard to thrombus that he 

has drawn from his own experiments. 

KLEINSCHMIDT. 


Vaughan, J. W.: Direct Blood Transfusion. J. 
Mich. St. M. Soc., 1913, xii, 582. 
By Surg., Gynec. & Obst. 


In this article but two phases of the subject are 
considered: the indications for direct transfusion 
and the method of choice. The chief indication for 
the use of whole blood are in conditions where the 
red cell is needed for its physiological action, as in 
severe hemorrhage from any cause curable sur- 
gically; also after repeated small hemorrhages in 
which the hemoglobin index is low, as in gastric or 
duodenal ulcer or ulcer of the lower intestinal tract 
or rectum. In acute infections the addition of 
fresh blood would not seem to be of much benefit, 
except possibly in pneumonia, where the cause of 
death is seemingly closely related to the formation 
of methemoglobin. Freshly introduced red cells 
thus might replace those which had lost their ability 
to supply sufficient oxygen to the tissues. In gas 
poisoning or other asphyxias the same indication is 
present. In these conditions the withdrawal of 
blood should be done before transfusion in order to 
rid the individual of non-functionating corpuscles 
as well as a percentage of the gases contained in the 
serum. 

Attention is called to the fact that transfusion is 
often done when the administration of serum or of 
saline would answer the purpose, and that the opera- 
tion is often done where there is no indication, thus 
bringing the method into disrepute. 

In regard to the method of choice, the author 
believes the only way in which a satisfactory vein- 
to-vein anastomosis can be obtained is by the use 
of a method in which a positive pressure under 
control of the operator can be applied to force the 
blood into the vein of the recipient. The apparatus 
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devised by Freund, based on the principle first used 
by Vaughan and Cooley, is described and illustrated. 
It consists of two needles connected to a glass 
syringe by means of a two-way stop-cock. Above 
the stop-cock is a saline container for diluting the 
blood. With this apparatus, positive pressure can 
be applied, and the amount of blood given the 
recipient measured with certainty. Its use requires 
no anesthetic, and it can be performed by any 
competent practitioner. E. K. ARMSTRONG. 


Kimpton, A. R.: Transfusion by Means of 
Glass Cylinders. Boston M.& S.J., 1913, clxix, 783. 
By Surg., Gynec. & Obst. 

The method of the author is comparatively simple 
and consists in the withdrawal of a definite amount 
of blood from a vein of the donor and the injection 
of the blood through the same cannula used for its 
withdrawal into the vein of the recipient. The ves- 
sel into which the blood is drawn is a glass cylinder 
completely coated with paraffin. 

The glass cylinder may be of any size desired, but 
the author has found two sizes, 150 ccm. and 250 
ccm., to be the most useful. The top of the cylinder 
is closed with a cork, and a short distance from the 
top a side-tube leads from the cylinder. This side- 
tube is used to attach an ordinary cautery bulb to 
when the blood is being forced into the vein of the 
patient. The lower end of the cylinder is drawn out 
and a cannula is attached to the drawn-out end. 
The entire apparatus is sterilized and completely 
coated with an oily mixture of vaseline 2, paraffin 2, 
and stearin 1. 

The technique of the procedure is as follows: A 
tourniquet is placed on the donor’s arm, tight enough 
to give venous congestion and still allow arterial 
blood to flow in. With novocaine a vein just below 
the elbow is exposed cleanly and tied proximally; a 
ligature is placed around it, distally, but is not tied. 
This ligature, raised by an assistant, acts as a clamp. 
The vein is now transfixed by a cataract knife and a 
slit is made. A similar vein of the recipient is pre- 
pared in like manner, except that it is tied distally. 

The cannula of the cylinder is then inserted into 
the vein of the donor and held upright until filled by 
venous pressure. It usually takes only two to three 
minutes for a 250 ccm. tube to fill. Being filled, the 
cannula is withdrawn and held on its side, with side- 
piece uppermost to prevent the blood from running 
out. The cannula is next inserted into the vein of 
the recipient and held in an upright position, after 
which a cautery bulb pump is attached to the side- 
tube, and by a little pressure the blood is emptied, 
the cannula being withdrawn while there is still a 
little blood left in it. 

The method has, to the author’s knowledge, been 
used fifteen times, either by himself or others, with- 
out difficulty except in two cases. In these there 
were errors of technique, and when they were cor- 
rected the patients were easily transfused. 

Among the dangers of the method, acute dilata- 
tion of the heart is the most important, manifesting 
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itself by precordial distress, dyspnoea, and rapidity 
of pulse. Stopping the flow by pressure of a finger 
on the vein will usually overcome this complication. 

The method has the following advantages: (1) 
The technique is comparatively simple; (2) a trained 
assistant is not essential; and (3) the amount of 
blood transfused can be definitely measured. 


J. H. SKILEs. 
POISONS 
Haines, W. D.: Gas Bacillus Infection; with 
Report of Cases. Tr. Western Surg. Ass., St. Louis, 


1913, Dec. By Surg., Gynec. & Obst. 
Haines spoke of the high mortality of this type 
of infection and the importance of early recognition 
and prompt action, and referred to the ‘foamy 
liver” as one of the constant post-mortem findings. 
The intestinal tract is one of the normal habitats 
of the gas bacillus, and invasion of the adjacent 
cellular structures may take place through ulcer, 
malignant disease, or perforation. 

A case is cited wherein an enormous abdominal 
distention from gas bacillus was mistaken for post- 
operative dilatation of the stomach. 

The disease appears as a local phlegmonous in- 
flammation characterized by extensive exudate and 
the presence of hydrogen gas in the tissue spaces. 
Pressure gangrene and profound general toxemia 
are frequently associated with these clinical mani- 
festations. The period of incubation in one of the 
cases reported was 48 hours; in the second case it 
could not be determined. 

The bacillus aérogenes capsulatus is aérobic, 
therefore success in the treatment will depend more 
upon free exposure of the infected area than upon 
any form of local or internal medication. 

The report of two cases, one of infection of the 
scrotum and the other of the arm, wherein recovery 
followed free incision, concludes this interesting 
paper. 

Cumberbatch, E. P.: Fatal Leukopenia Follow- 
ing X-Ray Treatment. Arch. Réntg. Ray, 1913, 
xvili, 187. By Surg., Gynec. & Obst. 

In his opening remarks the author says, “The 
actual number of leucocytes at any one time does 
not seem to be a sufficient guide to decide whether 
the irradiation should be continued or not.” The 
case reported is that of a house servant, aged 32 
years, who had been ill six months when she entered 
the hospital. Examination showed: Leucocyte count 
691,000 per cmm.; spleen enlarged; diagnosis spleno- 
medullary leukemia. Arsenic was given for a few 
days, then arsenic and X-ray treatment together dur 
ing the 28 days she remained in the hospital. She 
returned for X-ray treatment as an out-patient after 
her discharge. The red bone marrow was treated 
with unfiltered irradiations, no portion receiving 
more than one Sabouraud pastille dose (tint B) each 
month. The spleen received a filtered ray to protect 
the overlying skin since the latter was irradiated 
more frequently than the skin over the bones. Dur- 
ing the first sixteen days a total dose of 712 pastilles 
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was administered, the leucocyte count fell to 238,000 
per cmm., and the patient lost weight. The dose 
was reduced to one pastille each six days. The 
patient regained weight and improved rapidly. At 
the end of 111 days, leucocytes had fallen to 4,000 
per cubic millimetre and the spleen could just be felt 
under the left costal arch. Treatment was suspended. 

Thirty-seven days later, the weight had increased 
seven pounds, and the blood contained 6,300 
leucocytes per cmm., 693 of these being myelocytes. 
Twelve days after this examination, the spleen 
having enlarged, a pastille dose of X-ray was 
administered to this organ. In three weeks the 
patient returned, complaining of shortness of breath 
and a sore throat. She had lost color, her tonsils and 
pharynx were inflamed, and ulceration and granula- 
tion had appeared on the palate and uvula. Blood 
examination showed profound anemia of the per- 
nicious type, number of leucocytes 850 per cmm., 
238 of these being myelocytes. Eleven days later 
she died. 

The author compares this case with three others 
treated in a similar manner with beneficial results, 
his conclusion being that “in the fatal case the 
terminal leukopenia may have been the result of the 
heavier dosage causing the disappearance of the 
normal leucocytes more rapidly than the myelo- 
cytes.” Frances C. TURLEY. 


Bondy, O.: Bactericidal Effect of Mesothorium 
(Versuche iiber die bactericide Wirkung des Meso- 
thorium). Zentralbl. f. Gyndk., 1913, xxxvii, 1142. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The quick cessation of putrefaction in carcinoma- 
tous ulcers, after treatment with radioactive sub- 
stances, caused Bondy to make an effort to deter- 
mine whether it was due to a bactericidal effect of 
the radiant material, or whether it caused an altera- 
tion in the tissues of such a nature that they no 
longer offered a favorable soil for the growth of the 

bacteria. It is known that the radium rays have a 

bactericidal effect. Bondy used, as material, two 

mesothorium capsules, a flat mica capsule with 5 mg. 
of mesothorium, and a silver tube with 30 mg. The 
results were that the unfiltered rays caused a cessa- 
tion or diminution of the growth in colonies of 
prodigiosus and staphylococcus; but they had no 
effect on streptococci and tetani. The filtered rays 
had no effect. Thea rays and apart of the 6 rays are 

bactericidal, the y rays are not. As it is chiefly y 

rays that are used in the treatment of carcinoma, 

the author believes that the effect of mesothorium on 
suppuration in carcinoma is due to an alteration in 
the tissues. BorELL. 
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MILITARY AND NAVAL SURGERY 


Widerée, S.: Military Surgery (Kriegschirurgische 
Mitteilungen). Kristiania: Norli, 1913. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


These contributions are from the First Reserve 
Hospital in Belgrade, where the author had a chance 
to treat 657 wounded, from October 26 to December 
15, 1912. He emphasizes the importance of the 
first-aid equipment, as well as the necessity of 
instructing the soldiers themselves in its use. 
Further, he mentions the importance of most careful 
transportation. The majority of the patients, upon 
entrance to the hospital, wore their first bandage. 
A list of the new arrivals was made at once as 
regards diagnosis, treatment, diet, and course. This 
list always accompanied the patients when they 
were transferred to another hospital, and was found 
to be very practical. Wound treatment consisted 
of asepsis and dry treatment. Tamponing, sounding, 
or extracting of bullets was used only with special 
indications. Chafed feet did not occur, and the 
soldiers used their own footwear, soft shoes without 
heels laced above the ankle. In go per cent of all 
cases the wounds were aseptic, and of the cases 
treated by the author 60 per cent were ready for 
service after a few weeks. This depended in the 
first instance upon the small caliber of the bullets, 
their great initial velocity, and hardness, as well as 
the correspondingly slight injurious action. 

Of complications arising in the course of the 


wounds may be mentioned: erysipelas, 1; tetanus, 1; 
pulmonary embolism, 1; paralysis of a nerve, 5; 


aneurism, 2. Fractures of the upper extremities 
were the most frequent, especially of the humerus, 
9 cases noted; others numbered 16 fractures. Of 66 
bullets without exit, 52 were extracted; 14 patients 
were discharged without removal of the missiles. 
The bullets, as a rule, were not removed through 
the track of the bullet. Of 657 wounded, 77 were 
severely injured, 11.7 per cent; of these 29, 4.4 
per cent, were declared unfit for service. The in- 
fection of the gunshot wound varied in the various 
Belgrade hospitals from 5 to 50 per cent, depending 
on the nature of the lesions. In the First Reserve 
Hospital there were 520 gunshot lesions, with 6 cases 
of lymphangitis and 24 abscesses, or 6 per cent 
clinical infections. The predominant part of the 
gunshot lesions occurred in the right arm and right 
shoulder. The author finally reports a few special 
lesions in detail. There were 22 gunshot wounds of 
the lung which healed without complications. 
NISSEN. 
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UTERUS 
Liegner, B.: Histology of Carcinoma of the Cer- 
vix (Zur Histologie des Carcinoma cervicis uteri). 
Beitr. z. Geburtsh. u. Gynék., 1913, xviii, 329. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
Liegner reports thirty cases of carcinomata of the 
uterus removed by operation and describes, in 
detail, the histological findings in the individual 
cases. He did not confine his examination to the 
uterus itself, but also examined parts of the para- 
metrium, the vagina, and the regional lymph glands. 
In the summary of his findings he calls attention to 
the fact that the individual carcinomata show 
marked differences as to form of cells, structure, and 
growth, so that no two are alike. A point of practi- 
cal value is that the macroscopic and microscopic 
findings do not agree; often a carcinoma is much 
farther advanced than its gross appearance would 
indicate, and on the other hand the parametrium is 
often shown by the microscope to be free from 
carcinoma, though, from its appearance, it would 
seem to be infiltrated beyond question. For this 
reason he invariably advises abdominal operation 
for uterine carcinoma. It is at present not possible 
to draw any conclusion as to the relative malignancy 

of the carcinomata from the histological pictures. 

O. MEYER. 


Wertheim: Cancer of the Uterus (Le cancer de 
Vutérus). Ann. de gynéc. et d’obst., 1913, xl, 302. 
By Journal de Chirurgie. 

This resumé of Wertheim’s paper before the 
London Congress shows that his technique has 
changed little since his previous communications. 
He still practices extensive hysterectomy from above 
downward with section of the vagina last. The 
dressing of pre-operative vaginal infections, instead 
of being done with gauze soaked in bichloride, is 
now done with a 5 per cent solution of nitrate of 
silver, to avoid bichloride poisoning, which is rare 
but possible. Total closure above is made and 
drainage provided through the vagina. This drain- 
age is not responsible for fistule of the urethra. 
They occur in 6 per cent of cases, according to the 
author’s latest statistics. 

In spite of general development and progress, 50 
per cent of the cases of uterine cancer are inoperable. 
The operative mortality in the latest statistics of 
714 cases is 16.6 per cent. At the end of five years 
there were 42.5 per cent of permanent cures. 

Cancer of the body of the uterus is less frequent, 
and the author cannot give extensive statistics in 
regard to it but contents himself with defending the 
abdominal operation, and claims it may be a simple 
or radical hysterectomy, according to the case and 
the extent of the lesions. L. CHEVRIER. 


Rubin, I. C.: The Early Diagnosis of Uterine 
Cancer: with Especial Reference to Diagnostic 
Excision of Cervical Lesions, Diagnostic 
Curettage, and the Routine Microscopy of 
Curettings. Am. J. Surg., 1913, xxvii, 411. 

By Surg., Gynec. & Obst. 

The object of this paper is to present the diffi- 
culties attendant on our efforts to establish an early 
diagnosis of cancer of the uterus and to emphasize 
the value of the diagnostical surgical methods which 
can be relied upon to accomplish this end. The 
innumerable difficulties associated with a correct 
diagnosis must be considered from the viewpoint 
of the patient and from that of the physician. The 
very energetic movement now on foot in this country 
to instruct women in the recognition of the signs of 
uterine cancer is timely and necessary, but it must 
be noted that a similar movement, started abroad, 
has failed, and thus it is clear that little dependence 
may be placed upon the patient. Something may 
be hoped from warning the public, but it is plain 
from the nature of the disease, its insidiousness, 
and the fact that it has taken deep root before the 
patient becomes aware of its presence, that one can 
expect very little aid from the patient in the de- 
tection of early carcinoma. The means of detecting 
it lie solely in the hands of the medical profession, 
and this excellent paper reviews the methods by 
which an early and correct diagnosis may be reached. 
Cancer spreads in the uterus in three ways, 
according to Schottlaender: (1) The common endo- 
phytic type, extending toward the parenchyma of 
the uterus; (2) the exophytic type, spreading 

toward the uterine or vaginal canal; and (3) 

extension along the surface mucosa. Usually these 

ways of propagating are combined, one type of 
extension being more prominent than the other. 

Histologically, the manner of extension is by direct 

contiguity of cells or by lymphatic extension. Clin- 

ically, the exophytic variety is easier to diagnose, 
owing to its tendency to appear where it may be 
seen and to its earlier tendency to ulceration, and is, 
therefore, the less malignant of the two. The endo- 
phytic variety with the same intensity of symptoms 
usually shows a greater tumor growth. The symp- 
tomatology of cancer of the uterus varies according 
to its actual size and the tissue invasion. The solid 
variety causes far earlier symptoms than the glandu- 
lar, and the medullary earlier than the scirrhous. 
The two means of diagnosing early cancer growths 
are emphasized, also careful routine clinical and 
pathological examinations. The first should include 
bimanual palpation, vaginal-cervical inspection, 
introduction of the uterine sound, unless contra- 
indicated, and if suspicion of cancer is thus aroused, 
diagnostic curettage or excision of the cervix, or 
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both. The routine pathological examination of 
uteri removed for any cause may bring to light 
clinically unsuspected carcinomata. Schottlaender 
found cancer in 2 per cent of uteri removed for 
various reasons, and the author reports several 
cases of the same nature. Particularly during the 
fourth decade of life should the importance of 
diagnostic curettage and excision be urged, while 
all curettages performed for the purpose of stopping 
bleeding should be regarded as diagnostic curettages. 
All circumscribed erosions with a tendency to bleed 
or which overlie indurated parenchyma should be 
excised. Of 64 diagnostic curettages for suspected 
uterine cancer, the preoperative diagnosis was 
correct in 45.3 per cent; and in 106 exploratory 
incisions of the cervix for the same reason, the 
diagnosis had been correctly made in 46.3 per cent 
of cases. In view of the fact that primary corpus 
cancer is to that of the cervix as 1 to 14, the cervix 
mucosa should unfailingly be curetted. 

Early cervical carcinoma must be differentiated 
from: (1) Simple follicular erosions, cystic and 
hypertrophic; (2) small polypi; (3) syphilis; (4) 
tuberculosis; (5) decubitis ulcer; (6) protruding 
submucous myoma. 

The criteria for the microscopical diagnosis of 
young carcinomata are: (1) Well-marked atypical 
condition of the epithelium, which is converted 
from a single cylindrical to a metaplastic many- 
layered variety; (2) well-marked difference in the 
size of individual cells in shape, arrangement, and 


chromatin content; (3) the presence of atypical 
mitosis; (4) the presence of giant-cells or giant- 
nuclei. 

While it is not always easy to decide between 
various types of metaplastic epithelium, as to their 


benign or malignant significance, nevertheless, 
when these four conditions enumerated above are 
present in any given abnormal epithelium, it is safe 
to assume that malignancy has its inception there. 
At present, when metaplastic epithelium with 
morphological characteristerics is found, it is safest 
to remove the uterus in a radical manner. To wait 
for typical clinical evidence or characteristic signs 
of a full-fledged growth, is to take away the principal 
opportunity for a cure, for, as Brunot has shown, 
there is invasion beyond the uterus as early as four 
weeks after the symptoms appear. 
E. K. ARMSTRONG. 


Berkeley, C., and Bonney, V.: Results of the 
Radical Operation for Carcinoma of the Cer- 
vix Uteri. J. Obst. & Gynec. Brit. Emp., xxiv, 1913, 
145. By Surg., Gynec. & Obst. 


The authors present the results of 71 operations, 
more especially with regard to the prolongation of 
life than to the definite cure. In the main, Wert- 
heim’s technique has been employed, with sys- 
tematic removal of he glands in the parametric 
tissue, the obturator fossa, and along the iliac ves- 
sels. These 71 operations, « hosen from 112 patients, 
show an operability rate of 63 per cent, representing 
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the limit of what can be performed on cases of the 
type coming under observation, only refusing or 
desisting from operation when the growth has 
gravely involved the bladder, both ureters, or the 
rectum. 

Glandular metastases were found in 38.8 per cent. 
The operative mortality works out at 22.5 per cent. 
In 23 cases, recurrence took place, although 3 of 
these patients are alive, four years or longer after 
the operation. The results are thus tabulated: 


Cases presented for treatment 
Cases operated upon 

Died as result of the operation 
Died of recurrence 

Died of intercurrent disease 
Disappeared 

Alive, with recurrence 

Alive and well 


The authors estimate their ideal late result at 
54.9 per cent, the actual late result at 40.5 per cent, 
and the actual accomplishment, based on Winter’s 
second formula, at 25.9 per cent. While these 
results do not enable the authors to claim a large 
number of cures, the life-prolonging effects of the 
operation on those surviving it seems to be sub- 
stantiated. CarEY CULBERTSON. 


Caraven, J., and Merle, P.: Diffuse Adenoma of 
the Cornea of the Uterus (L’adénome diffus des 
cornes utérines). Rev. de gynéc. et de chir. abdom., 
1913, XXxi, 307. By Journal de Chirurgie. 


The authors report the case of a woman of 32 
who had always had painful menstruation and who 
had had a pfofuse hemorrhage. Laparotomy 
showed a small hematoma and bilateral hematosal- 
pinx. The tubes and uterus were removed. 

Examination of the specimen showed on the left 
side a hematosalpinx containing chorionic villi; 
a right, a hydrohematosalpinx without any 
villi. 

At the angles of the uterus there were a large 
number of irregularly shaped cysts of varying sizes, 
some almost microscopical and some as large as a 
grain of wheat, forming all together a small diffuse 
tumor that could not be enucleated. These cysts 
were filled with blood and lined with cylindrical 
epithelium, which had vibratile cilia in some places. 
The muscular tissue was not hypertrophied, but was 
covered directly by the epithelium without any con- 
nective tissue intervening. 

The essential point about the tumor was the 
epithelial proliferation. This is true in the most o 
the cases collected by the authors. Therefore, they 
think the term adenoma is preferable to that o: 
adenomyoma used by numerous authors. 

Tumors of the angles of the uterus have bee 
studied by Chiari, Schauta, Barabau, Pilliet an 
especially Recklinghausen in 1896. The first es 
tensive work on the question in France was that 
Jayle and Cohn, in 1901. These adenomata ar: 
located at the point of entrance of the tube into th 
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uterus; they are often bilateral (15 out of 19 of 
Recklinghausen’s cases), which is an argument in 
favor of their congenital origin. They are small 
tumors, rarely larger than a hazel-nut, diffuse, non- 
capsulated, not capable of enucleation. Sometimes 
there is an unusual cystic development, forming a 
cystadenoma. Sometimes the blood-vessels, which 
are normally not abundant, become very numerous; 
then we have a telangiectatic adenoma, which is 
rare. Sometimes the cystic cavities are grouped 
in such a way as to resemble the arrangement of the 
tubes in the wolffian body. Almost always lesions 
of the adnexa coexist with them, such as cysts of the 
parocarium, chronic fibrous salpingitis, tubo-ovarian 
cysts, adenoma of the tubes, hematosalpinx, tubal 
pregnancy, etc. 

The pathogenesis of these tumors is generally 
obscure. Some of them without doubt originate 
from the wolffian body — those that have the ar- 
rangement of the cysts mentioned above; some from 
Gaertner’s duct; and some from cysts of the paro- 
varium. The cavities of the adenoma sometimes 
communicate with those of this structure. But 
often such evidences of their origin do not exist. 
Some authors say they are derived from adenomata 
of Miiller’s duct. Ferroni has reported two cases 
in the course of tubal pregnancy where there was a 
decidual reaction between the epithelial lining 
of the glandular cavities and the muscle lying 
beneath it. In some cases an inflammatory origin is 
very probable. There is proliferation of the mucous 
membrane of the tube, prolongations of which extend 
between the muscles. 

Caraven and Merle think their case was of tubal 
origin, but not inflammatory. Adenomata of the 
angles of the uterus have not been diagnosed 
clinically; only the coexisting lesions of the adnexa 
have been diagnosed. The prognosis is grave, for 
they predispose to hydrosalpinx and hematosalpinx 
and also to extra-uterine pregnancy. 

The treatment consists in the removal of the 
diseased adnexa and resection of the cedematous 
angle of the uterus. If the lesion is bilateral, hyster- 
ectomy with total extirpation of the adnexa should 
be performed. GeorGES LABEY. 





Boni, A.: Infiltrating Hydatidiform Mole (Mole 
vésiculaire infiltrante). Ann. di ostet., 1913, No. 8, 
306. By Journal de Chirurgie. 


A woman of 23 had had two normal deliveries at 
term. In 1912 a large hydatidiform mole was dis- 
charged. She was curetted and no vesicles found. 
A second curettage was performed a few days later 
and showed nothing abnormal in the uterine cavity. 
For two months the patient was well, but at the 
end of that time she had another profuse hemor- 
rhage which lasted several days. A third curettage 
was done and several vesicles obtained. It was not 
thought advisable to perform a radical operation 
because of the extremely anemic condition of the 
patient. She had a high fever for several days and 
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then improved somewhat. On examination the 
uterus was found to have increased noticeably in 
size. After vaginal hysterectomy was performed the 
patient made an uneventful recovery. 

The uterus was normal in form and about the size 
it would be in a one month’s pregnancy. The mole 
was soft and pale in color and in the left cornum of 
the uterine cavity there was a small irregular mass 
sprinkled with little vesicles filled with fluid. A 
little above the internal os there was also a little 
growth, bluish red in color; aside from this, the 
mucous membrane seemed normal everywhere else. 
On section of the body of the uterus the mass was 
found to extend about to the middle of the muscle. 

Microscopic examination of a fragment showed 
that the muscle fibers were separated to a consider- 
able depth by little molar vesicles. These vesicles 
were isolated in places, grouped in small masses, 
which were separated from one another by extrav- 
asated blood or fibrin. They were made up of a 
vacuolated stroma, often undergoing necrosis and 
covered superficially with a tolerably regular epithe- 
lium. In places the spaces containing the vesicles 
were lined with endothelium, showing that they 
were vascular cavities. Around the vessels the mus- 
cle was discretely infiltrated with migratory syn- 
cytial cells. 

The little tumor just above the internal os was 
also made up of a collection of molar vesicles. 
Around it the muscle was infiltrated with large syn- 
cytial masses, the nuclei of which, in the majority 
of cases, showed retrograde changes. 

The tubes were normal. The ovaries contained 
some little follicular cysts, but there was no appreci- 
able hyperplasia of the lutein cells. 

This was, therefore, a typical case of infiltrating 
hydatidiform mole; it was, however, probably 
benign. The vesicles were shown by histological 
examination to be contained in the uterine vessels; 
the infiltration of the muscles by migratory syncytial 
cells was discrete, resembling that which is observed 
in normal pregnancy. The nuclei of these elements 
did not show any karyokinetic figures; on the con- 
trary they were undergoing degeneration. When the 
patient was seen again she was found free from any 
malignant recurrence. 

It is strange, in view of the findings in the uterus, 
that the two curettements after the expulsion of the 
mole did not reveal any suspicious fragments. The 
author concludes, therefore, that the vesicles, 
which at that time were buried in the uterine muscle, 
later proliferated so that they appeared superficially 
in the cavity of the uterus. XAVIER BENDER. 


Raab, H.: Differential Diagnosis of Myoma, Rich 
in Cells, and Myosarcoma of the Uterus 
(Zellreiche Myome und Myosarkome des Uterus) 
Arch. f. Gyniék., 1913, c, 380. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


To make a certain diagnosis as to the malignancy 
of myoma from histological examination the fol- 
lowing points should be taken into consideration: 
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(1) Structure of the muscular tissue and its richness 
in cells; (2) changes in the nuclei; (3) division of 
the nuclei; (4) content of intercellular fibrils (hya- 
line); (5) giant-cells; (6) boundaries of the tumor. 

Other important points are that: 

1. Rich cell content and limited development of 
connective tissue cannot settle the diagnosis of 
myosarcoma, since ordinary myomata, rich in cells, 
may show the same condition. 

2. The nucleus in myosarcoma does not show any 
decided change in form in contrast to that of 
ordinary myoma. 

3. The mere presence of division of nuclei cannot 
be taken as decisive. It is decisive only if abundant, 
and examination should be directed chiefly to the 
youngest parts of the tumor that have not yet 
undergone regressive metamorphosis. 

4. Hyaline degeneration is more likely to take place 
in myomata and is perhaps to be regarded as a 
cicatricial process. 

5. Giant-cells have a special value in the diagnosis 
of malignancy. They may appear very rarely in 
benign myomata, but if found, they are isolated. 
They appear in great numbers in myosarcoma and 
with especial abundance in the boundaries of the 
hyaline masses. 

6. Benign tumors show sharply circumscribed 
boundaries. Myosarcomata do not show a real 
infiltrating proliferation but a penetration into the 
lymph-vessels. KOHLER. 


Dartigues, L.: Technique of Anterior Colpotomy 
for Fibromyomectomy (Technique opératoire de 
la fibromyectomie transvaginale conservatrice par 
colpotomie antérieure). Gaz. d. Hép., 1913, Ixxxvi, 
1557- By Journal de Chirurgie. 

This conservative operation consists in removing 
small subperitoneal sessile or pediculated fibroids 
from the anterior surface of the uterus by the vaginal 
route, passing through the anterior cul-de-sac of the 
vagina. According to whether one does or does not 
open the peritoneum it is called fibromyectomy by 
simple or extraperitoneal colpotomy, or fibromy- 
ectomy by transperitoneal or vesico-uterine col- 
potomy, or anterior colpocceliotomy. 

After having pulled down the neck of the uterus 
with two Museux’s forceps, and inserted a Hegar’s 
metallic bougie in the ureter, a transverse, semi- 
circular incision is made on the anterior face of the 
uterus, a little prolonged toward the sides, so that 
there is an opening of 314 to 44% cm. As in vaginal 
hysterectomy, the bladder and the ureters are 
dissected with the fingers. 

At this point a small parietal or pediculated an- 
terior fibroid of the cervix may be removed without 
opening the peritoneum; this is called fibromyo- 
mectomy by extraperitoneal or subperitoneal enu- 
cleation. 

As soon as the small fibroid comes into view, it is 
caught with a pair of forceps and removed very 
easily with the aid of the closed point of a pair of 
curved blunt scissors. If it is a subperitoneal inter- 
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uterovesical tumor of considerable size it is well to 
break it up into two or three fragments. 

The fibroid removed, the place from which it was 
removed and the edges of the colpotomy wound 
should be sutured, or the site of the fibroid and the 
anterior cul-de-sac of the vagina may be merely 
tamponed with a gauze pad. 

If there is a probability of the peritoneum having 
been opened and the wound bleeds, the wound 
should be opened and if necessary drained in order 
to avoid an effusion of blood in the peritoneum. 

If there are fibroids higher up on the anterior 
surface or on the body of the uterus the peritoneum 
should be opened at the vesico-uterine cul-de-sac. 

If possible the uterus may be drawn forward 
through the colpotomy wound, but this will not 
always be possible by any means. If not, a long 
speculum is introduced through the colpotomy 
wound, which reaches into the peritoneal cavity and 
pushes the bladder up, through which opening the 
fibroid can be seen and felt. 

The fibroid is then seized with a pair of forceps; 
if it had a peduncle this is ligated and cut; it is then 
called abdominal polypectomy by anterior colpot- 
omy. If it is sessile the uterus is incised with a 
bistoury, the capsule opened, and the tumor enucleat- 
ed. It is then called an abdominal myoma-enuclea- 
tion by anterior colpotomy. In this case the site of 
enucleation is sutured, the uterus replaced, the 
peritoneum sutured, and the vaginal wound re- 
paired. 

To facilitate the suturing of the site of enucleation, 
the edges may be seized with small forceps, which 
enables the needle to be passed more easily, and 
prevents the retraction of the uterus. 

This operation may be combined with other 
supplementary ones, for example with a curettage, 
a plastic operation, or even, as in a case of Lejars’, 
with a unilateral removal of the adnexa. 

It can be seen that this operation is very different 
from median anterior hysterectomy, in which the 
uterus is opened into the cavity to a greater or less 
height. 

To be sure it only permits of the removal of very 
small fibroids, as large as a nut, or an apricot at the 
most. But it has the advantage of preserving the 
patient’s uterus and adnexa with menstruation and 
the possibility of pregnancy, and it prevents the 
opening of the abdomen, which is another feature 
in its favor. J. Dumont. 


Schottlaender, J.: The Histological Diagnosis of 
Neoplasms of the Uterus (Uber histologische 
Geschwulstdiagnostik im Bereiche der Gebarmutter). 
Arch. f. Gyndk., 1913, C, 225 

By Zentralbl. f. d. ges. Gyniik. u. Gebuttsh. s. d. Grenzgeb. 

Lubarsch deems the diagnosis of “cancer” in 
epithelial new-growths justifiable, only if a destruc 
tive growth can be demonstrated with certainty 

while the malignancy in sarcoma is determined b} 

the character of the cells. The author emphasize: 

the contradiction contained in this sentence an‘ 
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states that the malignancy of epithelial new forma- 
tions can, in most cases, be determined by the 
character of the cells alone, without proof of or 
regard to a destructive growth. He does not con- 
tradict the warning, contained in the paper of 
Lubarsch, against deductions, free from any ob- 
jections and from faulty histological findings, but 
emphasizes that the requirements which Lubarsch 
places on the histological examination are too 
far-reaching and would considerably decrease the 
value of the diagnostic curettage and diagnostic 
excision. E. von GRAFF. 


Lenormant, C.: Association of Rectal with 
Uterovaginal Prolapse (L’association du prolapsus 
rectal et du prolapsus utéro-vaginal). Gynécologie, 
1913, XVii, 321. By Journal de Chirurgie. 

The association of these two forms of prolapse is 
merely a coincidence. Rectal prolapse is as rare in 
women as genital prolapse is frequent. 

This coexistence is explained by common factors 
which favor the development of both, such as 
deficiency in the pelvic floor, extreme depth of the 
cul-de-sac, retroversion of the uterus, and frequent 
and difficult labor. These causes, however, are 
not indispensable, because we have rectal prolapse 
in men, and the causes are not sufiicient of them- 
selves, since rectal prolapse is rare in women, 
though the perineum is often defective. Some- 
thing more is necessary to explain these cases. 
Quénu holds that both rectal and genital prolapse 
are true perineal hernias, the sac being composed 
of the vagina or rectum as the case may be, the 
pressure of the viscera falling on the anterior wall of 
the rectum or on the retroverted uterus. But the 
sphincter of the rectum is generally intact, so this 
weight meets the resistance offered by the muscular 
column of the anus. Its maximum force, therefore, 
falls on the rectovaginal septum and causes rec- 
tocele, which is a stage of rectal prolapse. Another 
important factor, he thinks, is the congenitally 
abnormal length of the mesocolon. 

The treatment for serious cases of either form of 
prolapse in women is hysterocolpexy. The hystero- 
pexy should be done directly, rather than by means 
of the round ligaments. The colpexy should be 
done in the iliac fossa, by vertical fixation to the 
psoas after incision of the peritoneum; in the pelvis, 
by transverse suture to the posterior surface of the 
uterus and broad ligaments. The operation should 
always be completed by repair of the perineum, 
contraction of the anal canal, and reconstruction 
of the sphincter. L. CHEVRIER. 


Boije: The Surgical Treatment of Genital Pro- 
lapse, and Its Results (Uber die operative Be- 
handlung von Genitalprolaps mit besonderer Riick- 
sicht auf die Resultate). Versamml. d. Nord. chir. 
Vereins, Kopenh., 1913. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Boije is of the opinion that a vaginal plastic opera- 
ton does not give a sufficient guarantee of a good 
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result in complete or almost complete prolapse, 
especially if a severe atrophy of the tissues of the 
pelvic floor be present. It must be combined with a 
firm ventrofixation of the uterus. This procedure 
should not be used, however, in young women who 
might afterwards become pregnant. The high 
amputation of the cervix is important in the vaginal 
plastic operation, because thereby scars are formed 
in the pericervical tissues which assist in fixing the 
uterus—disturbances did not occur during labor after 
this procedure. Care must be taken that the blad- 
der be pushed far up. Broad and deep scars are 
formed in the parametrii during the process of heal- 
ing of the lateral vaginal walls. 

Of seventy-five cases which were re-examined, 
the uterus loosened and prolapsed in one case only, 
after the patient had passed through three labors 
following the operation; cystoceles and rectoceles 
were found in six cases, or eight per cent; insignificant 
ventral hernias in seven cases; all the patients were 
subjectively well. S. A. GAMMELTOFT. 


Meyer, L.: The Surgical Treatment of Genital 
Prolapse; and Its Results (Uber die operative 
Behandlung von Genitalprolaps mit besonderer Riick- 
sicht auf die Resultate). Versamml. d. Nord. chir. 
Vercins, Kopenh., 1913. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Meyer strongly opposes Halban’s and Tandler’s 
views that prolapsus is a hernia. A prolapse opera- 
tion is not a herniotomy. He attaches great impor- 
tance to the retrodeviations, as they are frequently 
the cause of the subjective sensations of weight and 
pressure, which the patients describe as a sensation 
of falling out. According to Meyer, an extensive 
anterior colporrhaphy and high cervical amputation 
increase the danger of retrodeviation. It is chiefly 
on account of this possibility that the antefixation 
operations deserve consideration in prolapse. With- 
out doubt, ventrofixation is dangerous for women 
who become pregnant. It is not only unnecessary 
but even hazardous to isolate the levator muscles in 
the posterior colporrhaphy. S. A. GAMMELTOFT. 


Crossen, H. S.: The Conservative Operative 
Treatment of Long-Standing Inversion of 
the Uterus. Tr. Western Surg. Ass., St. Louis, 
1913, Dec. By Surg., Gynec. & Obst. 

The article is a plea for the more general employ- 
ment of operative measures which restore the in- 
verted uterus to a functionating organ, in contra- 
distinction to measures which sacrifice the uterus. 

There is given a brief review of the growth of con- 

servative operative treatment for chronic inversion, 

a résumé and comparison of the operations, a report 

of a case in which the Spinelli method was employed, 

and a presentation of the technique and advantages 
of the method. 

The conservative operative methods are: 

1. Multiple incisions into the constricting cervical 

ring (Aran, Sims, Barnes, 1861). 

2. Dilatation of the constriction ring, by a dilator 
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introduced through an abdominal incision (Thomas, 
1869; with incisions, Everke, 1899). 

3. Dilatation of the constriction ring, by a dilator 
introduced through an incision in the fundus uteri 
(Browne, 1883). 

4. Division of the constriction ring and adjacent 
— wall and the cervix, posteriorly (Kiistner, 
1893). 

5. Complete division of the posterior uterine wall 
and cervix (Piccoli, Morisani, 1896). 

6. Complete division of the anterior uterine wall 
and cervix (Spinelli, 1900). 

7. Division of the constriction ring, posteriorly, 
through an abdominal incision (Haultain, 1901). 

8. Division of the constriction ring, anteriorly, 
through an abdominal incision (Dobbin, 1905). 

In the case reported, of a patient 23 years of age, 
who presented a complete inversion of a year’s 
duration, the uterus was restored by the Spinelli 
method. The bladder was separated from the cer- 
vix; the vesico-uterine peritoneal pouch was opened; 
the inversion ring and vicinity examined; and the 
cervix divided in the median line. The division ex- 
tended up through the constriction ring and down the 
anterior surface of the inverted uterus to the fundus. 
As the incision was extended down the corpus uteri, 
attempts were made at various stages to replace the 
uterus, but without success until the incision had 
been extended to the fundus, when the mucous 
surface was turned in and the peritoneal surface out. 
The excess of infiltrated corpus uteri was then 
trimmed away until the peritoneal edges of the uter- 
ine incision could be approximated. The uterine 
incision was then closed by deep and superficial 
sutures and the vaginal wound sutured, free drain- 
age being employed. The patient recovered prompt- 
ly. Menstruation began in two months and has 
been normal since (8 months); the patient feels 
well, and examination shows the pelvic organs to be 
practically normal. 

The advantages of this method are as follows: 

1. Being vaginal, it minimizes the amount of 
peritoneal contamination, a most important con- 
sideration when dealing with an infected structure. 

2. As the reposition is accomplished by incision, 
there is not the bruising and perforation of the 
friable uterine wall which has so often accompanied 
attempted reposition by dilatation of the constric- 
tion ring. 

3. Division of the anterior uterine wall is pref- 
erable to division of the posterior wall, because the 
work is thus more easily and accurately accom- 
plished. The anterior uterine wall and anterior 
fornix lie toward the operator, hence are less deeply 
situated and more easily reached. Again, when the 
operation is anterior, the bladder may be lifted 
away, giving a wide space for investigation of the 
inversion-funnel and of the various pelvic structures, 
and also more room for the operative manipulations 
of incision, reposition, and suturing. Again, if there 
is a marked backward tendency, effective forward 
fastening of the uterus may be carried out through 
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the anterior incision. Again, a suture line on the 
posterior surface of the uterine wall, extending to 
the fundus, is more likely to form troublesome 
adhesions to the intestines, leading to obstruc- 
tion, or to the posterior pelvic wall, leading to 
adherent retrodisplacement. 

The points in favor of the posterior incision are 
that it eliminates the extra opening for drainage and 
that the sacro-uterine ligaments may be more con- 
veniently shortened. But these minor advantages 
of the posterior incision are outweighed by the more 
important advantages of the anterior incision. 


Schmitz, H.: A Modification of Webster’s Endo- 
peritoneal Shortening of the Round Liga- 
ments. Surg., Gynec. & Obst., 1913, xvii, 628. 

By Surg., Gynec. & Obst 


The author dwells on the advantages and dis- 
advantages of Webster’s and Alfieri’s intra-abdom- 
inal round ligament operations. He describes and 
illustrates his modification, which he has already 
employed in a few cases. An incision is made in the 
mesometrium enclosing the round ligament and the 
latter is divided and loosened down to the internal 
abdominal ring. A ligature is applied to the distal 
end, which is carried by the aid of a Barrett liga- 
ture carrier between the folds of the broad liga~ 
ment underneath the utero-ovarian ligament, and 
brought carefully between the posterior wall of the 
uterus and its serous covering. The same procedure 


‘is repeated on the opposite side. The two ligatures 


are brought out into the abdominal cavity through 
a small perforation in the posterior peritoneal coat 
of the uterus and tied; a few interrupted chromic 
catgut stitches firmly secure the round ligaments to 
the myometrium. The proximal portion is now 
stitched to the distal portion, so that the round 
ligament assumes the shape of the letter Y. 

The advantages claimed are: (1) The ligaments 
remain entirely extraperitoneal; (2) the operation 
depends for its success on the mucomuscular 
attachment; (3) the method retains the strongest 
portion of the round ligament for its functional use. 


Farrar, L. K.: Hernia of the Uterus and Both 
Adnexze. Surg., Gynec. & Obst., 1913, xvii, 586. 
By Surg., Gynec. & Obst 
The author gives a summary of cases, from litera- 
ture, of hernia of one adnexa and hernia of the uteru: 
and one adnexa, and then describes in detail hernie 
of the uterus and both adnexe, citing twenty-fiv: 
cases and adding one case occurring in her ow: 
practice. The patient, age 32, had had five childr« 
in easy labors. Early in her second pregnancy s) 
acquired a left inguinal hernia, which was reducil 
until four weeks after her fifth confinement. Fir 
weeks later, she was seen by the writer, who ma: 
the diagnosis, after a combined external and vagii 
examination, of hernia of the uterus and both 2 
nexz. She was operated upon and the uterus a 
both adnexe were found to be in the left ingui’ 
canal, and in normal condition. Reduction of t 
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organs was easily accomplished and the wound closed 
by Bassini’s method. ‘The patient made a complete 
recovery and has had one child since, with no return 
of the hernia. 

There is no single cause of hernia of the genitalia, 
but several factors together favor its formation; 
the canal is probably always of congenital origin, 
and in cases occurring in infancy, there is commonly 
malformation or displacement of the genital organs. 
Intra-abdominal pressure or contraction of the 
round ligament causes the adnexa to enter the 
hernial ring. In adult life, numerous pregnancies 
or a previous hernia of intestine, and early rising 
after labor with severe abdominal work are the com- 
mon causes. The theories are advanced that, in 
some instances, the broad ligament, by an adhesion 
to the internal ring, may be the origin of the hernia, 
as in hernia of the intestine par glissement; and 
that when the intestine and the ovary are adherent 
to one another in the hernial sac, the ovary has pre- 
ceded the intestine into the canal. 


Whitehouse, B.: Menstrual Pain. Universal M. 
Rec., 1913, iv, 385. By Surg., Gynec. & Obst. 
The author objects to the old classification which 
takes it for granted that the source of menstrual 
pain resides in the uterus. He believes that the 
relationship between the ovary and severe menstrual 
pain is very close. He mentions a case where the 
routine treatment for dysmenorrhoea extending over 
a period of several years failed him and he finally 
decided to remove the uterus and its appendages. 
The right ovary contained a large calculus of phos- 
phate and carbonate of lime, the size of a large 
cherry. 

His second case was a woman of 4o who had al- 
ways suffered from painful menstruation; the pain 
was located in the hypogastric region and was 
aggravated if the bladder and rectum were full. 
He performed a hysterectomy, with the removal of 
both uterine appendages. There was little pathol- 
ogy in the uterus except the typical menstruating 
endometrium, due to the fact that he had operated 
on the first day of the menstrual period; the tubes 
were slightly congested, but otherwise normal. 
The left ovary measured 114 by 1% by 1 inch and 
showed extensive hemorrhagic condition of the 
stroma and an immense number of petechial or 
punctiform hemorrhagic points. The right organ 
showed a similar condition in a less advanced degree. 
The hemorrhage appeared to be both recent and 
remote. The stroma presented dilated capillary 
vessels, but the majority of the red cells occupied an 
extravascular position and were lying free amongst 
the stroma cells. The older hemorrhages showed 
various stages of organization. The tunica albu- 
ginea of both ovaries was thickened. 

The third case was that of a woman 30 years of 
age. In early life her periods had been painful, 
and the pain had gradually increased in severity 
until she asked for surgical relief in order to be self- 
supporting. A hysterectomy and double salpingo- 
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oéphorectomy was finally decided upon. The 
uterus itself showed no pathology except that the 
os externum was decidedly patulous; the ovaries, 
however, presented a fairly typical appearance, 
described as “cirrhosis.” 

The last case mentioned showed on pelvic exami- 
nation that the uterus was perfectly normal, but there 
was a rounded tender swelling in each posterior 
quadrant. A laparotomy showed that each ovary 
was the seat of a blood cyst, about the size of a 
tangerine orange, containing thick, coffee-colored 
fluid. 

In treating dysmenorrhoea, the author advises 
making a pelvic and rectal examination during the 
height of the attack. If the cause is ovarian the 
affected organ will be extremely tender. 

In the treatment, if the routine measures fail to 
modify the dysmenorrhoea, he believes that there 
should be a lookout for an ovarian origin, and if 
necessary do an exploratory laparotomy; in cirrhosis 
of the ovary he calls attention to ovarian grafting. 

The author summarizes his remarks as follows: 

1. The uterus is not always the seat of menstrual 
pain. 

2. The cause of pain is frequently in the ovary 
and may be due to cirrhosis, haematoma, calculus, or 
adhesions. 

3. Diagnosis may be cleared by a pelvic examina- 
tion during the height of the attack. 

4. If the ovary is the site of the pain, cervical 
dilatation is contra-indicated. If mechanical and 
local measures have failed, coliotomy may be 
performed and the ovary explored. 

5. If ovarian cirrhosis is present, ovarian grafting 
may be employed rather than double oéphorectomy 
or total hysterectomy. 

6. The term ‘‘dysmenorrhoea” should be dis- 
continued; it implies a symptom, not a condition. 

7. If classification is required, divide cases of 
menstrual pain into ovarian, uterine, and nervous. 

Rosert T. GILLMorRE. 


jarstens, J.H.: Dysmenorrhoea. N.Y. Si. J. Med. 
1913, Xili, 612. By Surg., Gynec. & Obst. 


The author believes that our modern methods 
of living are largely responsible for dysmenorrhcea. 
So many girls are doing severe mental work; and 
hard mental work and poor nourishment prevent 
the development of the pelvic organs; hence, infantile 
uterus and dysmenorrheea result. In older women 
who must earn their living there is often premature 
atrophy of the uterus. 

In cases where there is no disease of the tubes 
and ovaries or no adhesions the author uses a silver- 
stem pessary. The uterus may be curetted first if 
the mucous membrane is diseased, otherwise not. 
The patient must, in every case, be surgically pre- 
pared and placed under an anesthetic. He has 
som~ patients wear these pessaries for years. In 
carefully selected cases this treatment generally 
relieves all symptoms. C. H. Davis. 
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Fig. 1. (Proust and Maurer.) Ligation of the right 
internal iliac. Section of the utero-ovarian ligament. 
The external iliac bared by slight traction on the clamps, 
and the grooved director going up on the vessel in search 
of the ureter. 


Fabre: External Hysterography (Externe Hystero- 
graphie). Tr. Internat. Cong. Med., Lond., 1913, Aug. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
The author uses the word hysterography to desig- 
nate a method of automatic registration of the uterine 
contractions during birth. He calls it external 
hysterography when the apparatus is applied to the 
abdominal wall. The contraction of the uterus 
depends on the expulsive force of the uterine muscles 
and hysterography gives more information as to the 
nature and variations of this force than palpation, 
chronometry, or the subjective feelings of the 
patient. He gives a description of the apparatus, 
which consists of a metal plate with an indicator 
attached, a Marey’s drum, and two rotating cylin- 
ders. ; 
The advantages of the hysterographic method are 
that (1) it can be used at any time during preg- 
nancy, labor, or the puerperium without danger; 
(2) the respiration and movements of the foetus do 
not alter the curve; (3) the apparatus does not 
provoke abdominal pains and is easily worn. 
The author’s conclusions are as follows: 
1. Hysterography gives information in regard to 


Fig. 2. (Proust and Maur.r) Ligation of the right 
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internal iliac. The ureter is raised with the internal leaf of 


peritoneum. 


the physiological force of the labor pains and also 
the effect of various forms of medication. 

2. Small doses of chloral hydrate stop pains during 
pregnancy and regulate labor pains. 

3. Small doses of sugar, pituitrin, and ergotin 
stimulate pains. 

4. Morphia lessens the intensity of abnormally 
strong pains; scopolamine decreases the effectiveness 
of the pains. 

5. Chloroform inhalation weakens the pains to a 
very slight degree. 

The importance of ether inhalation here lies in 
its effect on the intensity of the pains. Under the 
control of the hysterograph a combination of chloral 
hydrate, ether and morphia can be used to decrease 
the pain without diminishing the expulsive force of 
the pains and without endangering the child’s life. 


Proust, R., and Maurer, A.: Ligature of the 
Internal Iliac Artery in Total Abdominal 
Hysterectomy for Cancer (Ligature de l’artére 
hypogastrique dans l’hystérectomie abdominale élargie 
pourcancer). J. de chir., 1913, xi, 141. 

By Surg., Gynec. & Obst. 
Whether or not it is advisable to ligate the internal 
iliac artery as a preliminary step in total abdominal 
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Fig. 3. (Proust and Maurer.) Ligation of the right 
internal iliac. The ureter is held internal to the internal 
iliac, the sheath of the vessel is open, and the aneurism 
needle passed from without, in. 


hysterectomy for cancer is still a disputed question. 
The authors, having first discovered its utility in 
stout patients, have been led to its adoption as a 
routine measure. 

Three conditions are necessary for its proper 
execution, viz.: 

1. The artery should be tied external to the ure- 
ter. 

2. The artery should be tied at the upper ex- 
tremity of the principal peritoneal incision. 

3. The artery should be tied at not more than 2 
cm. from its origin. 

In their anatomical studies, Proust and Maurer 
have found that the point of crossing of the artery 
by the ureter varies according to the height at 
which the common iliac divides. On the right it 
may cross proximal to the bifurcation, or may cross 
the external iliac at varying distances from the 
bifurcation. On the left it may cross proximally, 
or at the bifurcation, or the external iliac. On the 
left side, if the pelvic colon is so short as to embarrass 
the operator, it is freed from the peritoneum suffi- 
ciently to make the operation easy. The authors’ 
technique follows: 

After a long incision through the abdominal wall 
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Fig. 4. 
ternal iliac. 
sigmoid is short and situated low down. 


(Proust and Maurer.) Ligation of the left in- 
The line of incision necessary when the 


from the symphysis past the umbilicus, each iliac 
fossa is well exposed to its superior border. ‘The 
fundus of the uterus is pulled forward and the liga- 
tion of the right internal iliac undertaken. 

The infundibulopelvic ligament is put on stretch, 
and the utero-ovarian vessels identified and cut be- 
tween clamps as they cross the upper part of the 
field. Slight traction on the external clamp bares 
the external iliac artery; following this artery up- 
ward, the ureter is generally encountered before the 
bifurcation is reached. It is raised with the inter- 
nal leaf of peritoneum without isolating it from its 
coverings, and the incision in the peritoneum con- 
tinued until the bifurcation is plainly visible. After 
carefully incising the covering of the internal iliac 
and exposing the external and internal iliac veins, 
the internal iliac is ligated within 2 cm. of its origin, 
the aneurism needle carrying the ligature being 
passed in from without. After the ligation of the 
internal iliac the peritoneal incision is prolonged 
toward the round ligament, which is cut. Next, 
always keeping external to the ureter, the uterine 
artery is exposed and cut between clamps. The 
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Fig. 5. (Proust and Maurer.) Ligation of the left in- 
ternal iliac. Showing the two layers of retrocolic fascia 
with the utero-ovarian ligament divided, and the posterior 
layer of fascia incised. The ureter is seen at the upper 
angle of the incision. 


central end of the uterine is ligated, the peripheral 
end raised with the superior part of the parametrium, 
and the ureter exposed throughout its course to the 
bladder. 

Ligation of the internal iliac artery on the left 
side is done as follows: 

The mesosigmoid is first examined and, even if 
only moderately short, is loosened from its parietal 
attachment in order to facilitate both the ligation of 
the artery and the ultimate peritonization of the 
wound. The pelvic colon is drawn inward and up- 
ward in order to expose as well as possible the inter- 
sigmoid fossa and the secondary root of the meso- 
colon. An angular incision through the peritoneum 
is now made. The right branch of this incision is 
parallel and internal to the external iliac vessels. 
The left branch is parallel and external to the de- 
scending colon (Fig. 5). 

This incision is made without any bleeding, with 
the aid of curved scissors, and the colon-sigmoid 
angle loosened. The left adnexz, as a whole, are 


next drawn forward and to the right, the utero- 
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Fig. 6. (Proust and Maurer) Ligation of the left in- 
ternal iliac. The sheath of the artery is open, the artery 
ligated from within, out. 


ovarian pedicle cut at its superior attachment, and 
the deep layer of retrocolic fascia incised along the 
external iliac artery (Fig. 6). The bifurcation of 
the common iliac is generally reached before the 
ureter comes into view. If the internal border of 
the common iliac be followed upward, the ureter is 
easily identified and raised with its covering in the 
outer leaf of peritoneum, as on the right side. The 
internal iliac is then easily seen, and it is only neces- 
sary to raise the ureter a sufficient distance outward 
to safeguard it in the ligation of the artery. The 
internal iliac is next bared, its trunk examined, and, 
after opening its sheath anteriorly, it is ligated in a 
similar manner to that on the right. The incision 
external to the ureter, when prolonged, permits, as 
on the right, the excision of the entire broad liga- 
ment, the high ligation of the uterine artery, and the 
removal of the parametrium. 

The authors again emphasize the fact that the pre- 
liminary ligation of both internal iliac arteries makes 
the operation much drier and facilitates the dis- 
section of the parametrium. However, both uter- 
ine arteries and the sacro-uterine ligaments are in 
cluded in secondary ligations, the latter in two steps 
































following the technique of Lecéne. The advantages 
of the authors’ technique are best realized in the 
dissection of the peritoneum in the pouch of Doug- 
las; the ureters are plainly visible and the dissection 
is practically bloodless. Before opening the vagina, 
the authors follow the technique of Bumm, always 
clamping before cutting, and securing cut-sur- 
faces with secondary sutures to insure perfect 
hemostasis. 

Since November, 1910, Proust and Maurer have 
performed this bilateral ligation of the internal 
iliacs eight times. One case in which a resection of 
bladder wall was necessary because of cancerous 
infiltration had a fatal outcome. The remaining 
seven cases recovered, and the operation was so 
facilitated by the preliminary ligation of the internal 
iliacs that the authors are convinced the procedure 
should become more general. EL.is FIscHEL. 


Bland-Sutton, J.: The Visceral Complications 
Met with in Hysterectomy for Fibroids, and 
the Best Methods of Dealing with Them. 
Brit. M. J., 1913, ii, 1130. By Surg., Gynec. & Obst. 


The author calls attention to the conditions on 
the borderland of medicine and surgery and speaks 
of the effects of fibroids on the circulation, the 
thyroid gland, the renal organs, and the serious 
responsibility of operating when diabetes or cardiac 
lesions are present. He believes that all patients 
suffering from fibroids should have a careful medical 
examination before passing into the hands of the 
surgeon. 

In patients having valvular murmurs with satis- 
factory compensation, the removal of the uterus 
containing a large fibroid will sometimes relieve an 
embarrassed heart. Fibroids are frequently associ- 
ated with valvular lesions, especially those which 
result from rheumatic fever; also, in many women 
where a submucous fibroid has caused a profound 
anemia, a loud murmur will be heard on ausculta- 
tion and a careful examination will show a satis- 
factory compensation. As enlargement of the 
heart may be caused by the extra work incident to 
the presence of a large fibroid, the author believes 
that some of the deaths which are attributed to 
pulmonary embolism occur in women who suffer 
with a chronic but unrecognized heart disease. 
Recorded statistics indicate that one per cent of 
women who undergo abdominal hysterectomy for 
fibroids die of a fatal post-operative pulmonary 
embolism, which he believes is often due to the 
excessive use of buried sutures for closing the 
incision in the abdominal wall. 

On three occasions the author has removed 
uteruses containing fibroids from patients suffering 
with goiter, followed six months afterward by a 
decrease in the goitrous thyroids. A fatal case, in 
which the patient died 56 hours after operation, 
confirms his opinion that women suffering from a 
well-marked exophthalmic goiter are bad subjects 
‘or any surgical procedure. 

As a rule, diabetes is a contra-indication for hys- 
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terectomy, especially so in young women. All 
evidence tends to show that there is some relation 
between the hypophysis and the genital glands. In 
acromegalic women menstruation is suppressed and 
the urine contains sugar. Experimental evidence 
tends to prove that there is a temporary enlargement 
of the hypophysis during pregnancy. 

A large submucous fibroid produces similar 
changes in the uterus to those set up by the growth 
of the foetus, associated with sugar in the urine. 

Women suffering from large cervical fibroids 
frequently have albumin in their urine, which 
disappears after operation. A systematic examina- 
tion of urine within 36 hours after pelvic operaticn 
showed, in nearly all cases, the colon bacillus. 
The author is as unable to explain why this is so as 
is the obstetrical physician unable to give an opinion 
as to why the urinary system is invaded by the colon 
bacillus in the pyelonephritis of pregnancy. After 
the operation, should the bladder remain empty, 
injury to both ureters should be suspected. When 
an injury has occurred to the ureter during the 
operation, the surgeon should attempt to anastomose 
the cut ends. If he fails in this, he should implant 
the proximal end in the bladder wall, notwithstand- 
ing that the urologists insist that when this is done 
it becomes sclerosed by chronic urethritis, which 
narrows and finally obliterates the lumen. After 
citing several remarkable cases, the author states 
that it is possible that a ureter has been tied in the 
course of a hysterectomy, and the patient has 
recovered without anyone having a suspicion that 
such an accident has happened. 

Intestinal adhesions are rare unless there has been 
an infection of the uterus or fallopian tubes. There 
may be a complication of cancer of the intestines, 
and in such cases he completes the hysterectomy and 
then excises the cancer and does an end-to-end 
anastomosis if the patient’s condition justifies it — 
if not, a secondary operation must be done. Often- 
times a differentiation betwen fibroid and cancer 
of the colon is very difficult. 

There is frequent coincidence between uterine 
fibroids and gall-stones without any direct relations. 
When both conditions exist and there is evidence 
that there is an impacted stone in the common duct, 
the stone should be removed first because of the 
perilous post-operative haemorrhage caused by 
cholemia, the secondary operation to be done 
when the patient has recovered from her cholamia. 

RosBert T. GILLMORE. 


Beuttner: Transverse Excision of a Wedge from 
the Fundus of the Uterus, Preceding Bilateral 
Extirpation of the Adnexa to Maintain Men- 
struation (Die transversale, fundale Keilexcision 
des Uterus als Vorakt zur Exstirpation doppelseitig 
erkrankter Adnexe mit Erhaltung der Menstruation). 
Tr. Internat. Cong. Med., London, 1913, Aug. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


This method is based on the principle enunciated 
by Fauré, that operation on the adnexa should be 
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from the midline toward the pelvic walls and from 
below upward. A transverse wedge-shaped excision 
is made from the fundus of the uterus after prelim- 
inary ligation to prevent hemorrhage. The excised 
wedge is split in the middle and each piece freed 
from the corresponding broad ligament by one 
incision with the scissors, after which the wound, 
which extends to the uterine cavity, is sutured, 
First the left and then the right adnexa are removed 
from below upward and from within outward, and 
the broad ligament is sutured. The parietal peri- 
toneum of the anterior abdominal wall is then su- 
tured to the upper posterior wall of the uterus, 
from left to right, just back of the sutured uterine 
wound, which is thus to a certain degree brought 
outside the peritoneurn, and the uterus, which is 
often found in fixed retroflexion, is brought into a 
position of permanent mobile anteflexion. The ad- 
vantages of the method are that it insures the 
maintenance of the menstrual function and obviates 
the possibility of chronic metritis. The results are 
that menstrual disorders disappear and the menstru- 
al flow becomes normal in amount and duration. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Carstens, J. H.: A Seven-Pound Ovarian Tumor 
That Developed in Nine Days. Am. J. Obst., N. 
Y., 1913, lxix, No. 5. By Surg., Gynec. & Obst. 
Under the above caption, Carstens relates the 
history and operation findings of a case of a simple 
cyst of the ovary which was operated upon by him 
nine days after the patient noticed abdominal en- 
largement. A II-para, 36 years of age, who never 
had been ill, awoke one morning to find that her 
abdomen had enlarged over night. The swelling 
rapidly increased in size, and the patient began to 
have symptoms of infection, no other symptom 
being noted. An ovarian cyst with twisted pedicle 
and infected contents was removed by the author, 
who believes that the cyst was really of longer dura- 
tion, and that previously it lay in the true pelvis, 
but, outgrowing its bed, it was delivered overnight, 
into the abdomen, and that twisting of its pedicle 
explains its further rapidity of growth and its infec- 
tion. Recovery of the patient followed the opera- 
tion. N. Sproat HEANEY. 


Porter, M. F.: Sarcoma of the Ovary. Tr. Western 
Surg. Ass., 1913, Dec. By Surg., Gynec. & Obst. 
The author based his conclusions upon a compre- 
hensive study of the literature, including 26 cases 
found reported in satisfactory detail, together with 
three cases of the author’s, making 29 in all. Many 
sarcomata of the ovary have been overlooked in the 
past because of incomplete microscopical study, 
and for the same reason many tumors of the ovary 
were classed as sarcomata which in reality were not 
sarcomata at all. Averaging the percentages of 16 
observers covering over 3000 cases of ovarian tumor, 
we find the percentage of sarcomata to all other 
tumors to be 5.08 per cent. About 20 per cent of all 
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ovarian tumors are malignant and about 5 per cent 
aresarcomatous. Contrary to the rule, sarcoma of the 
ovary frequently involves both organs. This double 
involvement occurs in about 20 per cent of cases, 
and the growth is usua y rapid. Sarcomata of the 
ovary, on palpation, are found in the majority of the 
cases to be solid or semisolid. The ascites in connec- 
tion with ovarian tumor indicates malignancy, but 
not the character of malignancy, nor does the 
ascites mean that the disease involves the peri- 
toneum. 

Sarcomatous tissue is often found in dermoids, 
and about to or 12 cases of carcinosarcoma of the 
ovary have been reported. Round-cell sarcomata 
are more common in the young and spindle-cell 
more common in adults. There is great difficulty 
in classifying malignant tumor of the ovary, and the 
diagnosis is seldom made save at operation or post- 
mortem. A close study of each case in the light of 
our present knowledge will make it possible to make 
the diagnoses oftener in the future than in the past. 
Rapidity of growth from the beginning and rapid 
growth in a tumor that has been stationary for a 
long time raises the suspicion of sarcoma. 

Pain is a prominent symptom in more than one 
third of the cases. Disturbances of menstruation 
are more common in malignant than in non-malig- 
nant tumors; especially is this true of amenorrhcea. 
The mortality of the operation is much higher in 
children than in adults. The ultimate prognosis 
seems the best in fibrosarcoma, although a perma- 
nent cure can be expected only in about ro per cent 
of all cases; however, even in desperate cases, the 
results of the operation are sometimes surprising. 
Seeligman reports the successful treatment of a 
case of metastasis in the spinal cord by X-rays and 
by arsacetin, injected intravenously. One case of 
cure lasting over a period of two years was reported 
as following operation and subsequent administra- 
tion of Coley’s fluid. 


Kudoh: Histogenesis of Dermoid Cysts of the 
Ovary (Zum Studium der Histogenese der Ovarial- 
dermoide). Tr. Internat. Cong. Med., Lond., 1913, 


Aug. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author gives a thorough review of the litera- 
ture of the subject, with a detailed report of five 
cases of his own, giving results of microscopic 
examination. Derivatives of all three germinal 
layers were found in the preparations. Kudoh is 
opposed to the theory of misplaced: skin elements 
and also to Bandler’s theory of ectodermal in- 
vagination, and believes that dermoids of the ovary 
originate in unfertilized ova. 


Pollosson, A., and Violet, H.: Cysts of the Ovary 
Due to Tuberculosis (Les productions kystiques de 
lovaire liées 4 la tuberculose). Lyon. chir., 1913, X; 
340. By Journal de Chirurgie. 


In addition to the classical type of tuberculosis 
of the adnexa, which is certainly very frequent, 
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Pollosson and Violet have described an inflammatory 
tuberculosis of the adnexa, the most important 
types of which are primary hydrosalpinx and 
microcystic ovary. 

They endeavor in this work to confirm, clinically, 
the existence of such a condition of the ovary and 
there are three kinds of cases on which they base 
their conclusions. 

In the first place, there are the cysts of the ovary 
which are met with in the course of the develop- 
ment of follicular tuberculosis of the tube or peri- 
toneum. Sometimes these are small multiple cysts, 
sometimes they are cysts as large as an orange, an 
infant’s head, or even an adult’s head. In one of 
their cases there was a cyst containing two quarts 
of a bloody serous fluid, located on a tube which was 
very evidently tubercular. 

In the second class of cases, there are polycystic 
ovaries or large serous cysts of the broad ligament, 
associated with old tubal or peritoneal tubercular 
lesions, which are now latent but have left peritoneal 
adhesions or caseous deposits in the tubes. 

The third class of cases are more numerous but 
less evident. Here, the ovarian cysts are not 
accompanied by any visible tubercular lesions, but 
preceding events or their final development make 
the existence of a tubercular intoxication probable. 
They report several cases in young women in rather 
poor health, with irregular menstruation. Bloody 
cysts of the corpus luteum of varying sizes were 
removed, and afterwards they recurred in con- 
junction with pulmonary or genital tuberculosis. 

The anatomical type of these tubercular cysts is 
variable; they may take the form of a microcystic 
odphoritis, there may be a large number of serous 
or bloody cysts, unilocular or multilocular, there 
may be follicular cysts or cysts of the corpus luteum. 
Clinically, they differ from neoplastic cysts in that 
they may disappear, from absorption of their con- 
tents or from rupture. 

The symptoms are those of chronic odphoritis; 
irregularities of menstruation, generally in the 
direction of retardation; diminution of the flow, and 
from time to time prolonged metrorrhagia; inter- 
menstrual or premenstrual pain; and _ sterility, 
frequently associated with an exaggeration of the 
sexual instinct. The latter symptom is frequently 
observed in animals and is considered by veteri- 
narians as a precursor of tuberculosis. 

Cu. LENORMANT. 


Jayle, F.: Tubercular Salpingitis (La tuberculose de 
la trompe). Presse méd., 1913, XXi, 505. 

By Journal de Chirurgie. 
_ Tuberculosis of the tubes is more frequent than 
it is generally believed to be. It is often incorrectly 
diagnosed because it is masked by simultaneous 
infection with ordinary bacilli, gonococci, strepto- 
cocci, colon bacilli, tetragens, etc. Jayle divides 
tubercular salpingitis into two great classes: (1) 
Pure tubercular salpingitis, and (2) tubercular 
salpingitis associated with some other infection. 
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Pure tubercular salpingitis may be divided into 
four varieties (a) Miliary granular tuberculosis of 
the peritoneum with ascites, (b) pyogenic tuber- 
culosis, (c) lardaceous tuberculosis, and (d) poly- 
morphous tuberculosis, pyogenic and granular or 
pyogenic and lardaceous. 

When tuberculosis is complicated by another 
infection the tubercular process may be primary or 
secondary. The pyogenic form is the most pre- 
disposed to secondary infection. Tubercular ab- 
scesses, within or near the tubes, are very easily in- 
vaded by ordinary infectious micro-organisms. 
The infection may be through the intestines, the 
genital tract, or the blood. Where it takes place 
from the intestine it is generally colon bacilli; when 
through the genital tract it is gonococcus, strepto- 
coccus, or staphylococcus. 

The only way of establishing the diagnosis with 
certainty is by histologic examination. ‘The only 
form that can be easily diagnosed clinically is the 
granular form with ascites. 

Treatment should always be surgical. Jayle is 
so thoroughly convinced of the superiority of the 
conservative operation that in girls and young 
women he always spares the uterus and ovaries, 
even when the lesions are very extensive, and pre- 
serves menstruation. The results of his operations 
have justified him in this course. All his patients 
have not only completely recovered, but menstrua- 
tion has been maintained. They have not had any 
general trophic disturbances or any genital symp- 
toms, and several of them have married. 

J. Dumont. 


EXTERNAL GENITALIA 


Wade, H. A.: Description of a New Method of 
Repair for Vaginal Hernia; with a Report of 
140 Cases in Which It Was Used. Med. Rec., 
1913, lxxxiv, 937. By Surg., Gynec. & Obst. 


The author has followed up 140 cases upon 
whom he had performed his operation for repair of 
the perineum, and in none of them has he found a 
failure. 

The technique of the operation is as follows: 

1. After surgical preparation, and after the pa- 
tient is anxsthetized and catheterized, the field of 
operation is painted with a 50 per cent solution of 
tincture of iodine. 

2. An incision is made at the lateral mucocu- 
taneous junction of the posterior aspect of the 
vaginal outlet. The same position is maintained 
on the opposite side of the vaginal outlet, and 
with little traction a curved incision is made with 
the convexity directed toward the anus. The flap 
of vaginal mucous membrane is then dissected up- 
ward and allowed to remain. Lateral dissection is 
carried out with the fingers until the firm fascial 
layer is found, and these layers of fascia are brought 
together with a continuous suture of No. 2 chromic 
gut. The superficial fascia is united with the same 
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suture and the knot is buried. The skin is united 
with Michel’s metal clips. 

The distinguishing features of the operation: 

1. Fascial repair; a fascia and not a skin perineum 
subsequently. 

2. The mucous membrane flap protects the 
sutured tissues from the irritating discharges from 
above. 

3. The catgut is entirely buried by sealing the 
wound with metal clips. 

4. The operation is a simple one and may be 
completed in from six to ten minutes. 

EUGENE Cary. 


MISCELLANEOUS 


Redlich: The Significance of Internal Secretion 
in the Physiology and Pathology of the Fe- 
male Genital Apparatus (Die Bedeutung der in- 
neren Sekretion in der Physiologie und Pathologie der 
weiblichen Genitalsphire). Arb. a. d. geburtsh.-gynak. 
Klin. von Prof. Redlich, St. Petersb., 1913, i, 1. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Recent research shows that the hypotheses of 
reflex nervous influences in the female genital 
sphere must be replaced by those of chemical inter- 
relations, i.e. reciprocal chemical relations of dif- 
ferent parts of the body. It is certain that men- 
struation is caused by ovarian hormones and not by 
reflex nervous irritation. Based on the literature, 
which is minutely given, and on personal observa- 
tions, the author describes the chemical correlation 
of the polyglandular organs in the female and at- 
tempts to determine the relation of the non-genital 
ductless glands to the genital ones. The ovary 
inhibits the thyroid gland, the hypophysis and 
adrenals excite the parathyroids. According to 
Caro, the parathyroids, the thymus, and the pan- 
creas possess an action inhibitory to that of the 
thyroid gland and the adrenals; moreover the uterus 
inhibits the thyroid and stimulates the adrenals, 
and the thymus stimulates the hypophysis. Ac- 
cording to Klose, Lampe, and Liesegang, the thymus 
stimulates the thyroid. The ovary stimulates the 
uterus and the mammary gland inhibits the ovary. 
Redlich illustrates the action of acromegaly on the 
genital system by pictures, a réntgenogram, and a 
case report. BRAUDE. 


Von Hertzen, V.: Parotitis after Abdominal 
Operations, Mostly Gynecological (Uber Paro- 
titis nach operativen Eingriffen in der Bauchhdhle, 
insbesondere an dem weiblichen Generationsorganen). 
Finska lék. sallsk. Handl., Helsingfors, 1913, lv, 52. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author reports 12 cases of parotitis after 
operations, most of them being gynecological. They 
occurred among 4000 peritoneal operations and 
he comes to the conclusion that metastatic, in com- 
parison with ascending parotitis, is a very rare 
occurrence and appears only in connection with 
pyemia. In one case an extreme loss of blood seems 
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to have been an etiological factor, in 2 cases an 
enfeebled general condition, in 8 cases there was 
anemia and more or less weakened general health. 
Anesthetization was uneventful except in one case 
where, when the tumor was removed, there was 
intermission in pulse and respiration. Chloroform 
was given in all cases, and ether also in 3 cases. In 
2 cases pregnancy was present. The complication 
generally occurred on the first to the third day, 
in 2 cases after 10 days. The parotitis was general- 
ly accompanied by an atypical fever. 

The duration of the unilateral and bilateral cases 
which ended in absorption was, on an average, 7 
days. In 2 cases abscesses were formed; 2 cases 
had a fatal termination. If the operation is of 
long duration or involves great loss of blood, warm 
physiological salt solution should be given either 
by the rectum, subcutaneously, or intravenously. 
Food and drink should be given as soon as possible. 
As soon as swelling or pain appears in the region of 
the parotid gland hot water compresses or an ice 
bag should be applied. Painting with iodine or 
an application of mercurial ointment or ichthyol 
may be used. If an abscess is formed the pus should 
be drained out as soon as possible. ByORKENHEIM. 


Pampanini, G.: Association of Tuberculosis and 
Tumors of the Female Genitalia (Contribution 
a l’étude de l’association de la tuberculose et des néo- 
plasmes génitaux). Ann. de Ostet. e Ginec., 1913, XXXV, 
217. By Journal de Chirurgie. 


Pampanini examined 150 specimens from opera- 
tions for fibroids, cancers, and cysts of the ovary 
to find out how often these conditions were associ- 
ated with tuberculosis. The examination was posi- 
tive in 13 cases. 

In all these patients there was more or less evi- 
dence of old or recent tuberculous lesions of the 
lungs or pleura. Tuberculosis coexisted 3 times 
with fibroid of the uterus, 9 times with ovarian or 
parovarian cyst, and once with cancer of the uterus. 
In all cases it involved the tubes, and in 2 cases the 
uterus also. Minute examination of the specimens 
showed the frequency of uterine and adnexal tuber- 
culosis and proved that it is associated with neo- 
plasms more frequently than is generally believed. 

Instances of the frequency of the association, as 
shown by operation, is necessarily less than the 
actual number of cases, as many patients do not 
present themselves for examination and many 
others are not operated on. In the cases noted, 
the percentage of tuberculosis with ovarian cyst 
was 8.5; with fibroids 2.2; with cancer 1.9. The 
larger proportion found associated with ovarian 
cysts is due to the fact that these are so close to the 
tubes which are generally affected by tuberculosis. 
Of the 9 cysts coexisting with tuberculosis, 4 were 
themselves involved in the tubercular process. In 
2 cases, the same was true of the uterus and other 
parts of the peritoneum. In the three cases of 
fibroid, the tumor was not affected by tuberculosis, 
nor was the uterine cancer. It is difficult to deter- 
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mine whether the genital tuberculosis was primary. 
The author believes it was primary in 4 cases. In 
the others, the disease seemed to be primary else- 
where, especially in the lungs and spleen. When 
the cyst itself is invaded, this is always secondary. 
As to the influence exerted on the growth of the 
tumor, and by the tumor on the localization of the 
tubercles, it is almost certain that tuberculosis 
provokes a certain degree of growth in these tumors, 
particularly in the ovarian cysts; this, however is 
not so probable with the fibroids. On the other 
hand, it is believed that the presence of a tumor 
predisposes to genital tuberculosis, a conclusion 
based on certain observations, but at present not 
directly proven. A. Basset. 


Schmidt, O.: The Surgical Treatment of Perito- 
neal and Genital Tuberculosis (Die operative 
Behandlung der Peritoneal- und Genitaltuberkulose). 
Zischr. f. Geburish. u. Gynik., 1913, \xxiii, 404. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The author believes that general peritoneal tuber- 
culosis originates just as frequently from genital 
tuberculosis as infections of the genitals from the 
peritoneum. Primary, isolated ovarian tuberculo- 
sis is very rare according to his experience. The 

palpation of nodules in Douglas’ pouch is not a 

diagnostic proof. The subcutaneous tuberculin 

reaction, the ophthalmic and von Pirquet reactions 

are uncertain means of diagnosis. Based on 37 

cases operated during the last 12 years with 12 

deaths, he recommends operation for the majority 

of cases, especially as he saw a more or less complete 
regression of the tuberculosis in 3 relaparotomies. 

The method of procedure must be based on the 

findings. A systematic sanitarium treatment is 

absolutely required in conjunction with the sur- 
gical procedure. EBELER. 


Opitz, E.: The Relations of Inflammatory Condi- 
tions of the Colon to the Female Genitalia 
and to Functional Neuroses (Einiges iiber Bezie- 
hungen von Entziindungen des Dickdarms zu den 
weiblichen Geschlechtsteilen und zu funktionellen 
Neurosen). Ziéschr. f. Geburish. u. Gyndk., 1913, xxiii, 


362. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Opitz observed a case of acute typhlitis during 
pregnancy with symptoms identical with those of 
acute appendicitis. The diagnosis was made only 
on operation. The labor pain contractions were 
definitely influenced though the presence of. an 
extensive peritonitis did not involve the uterus. 
Opitz recommends in such cases the operative 
emptying of the uterus followed immediately by 
laparotomy for the appendicitis. 

The author believes that such genuine appendicitis 
cases are undoubtedly more common than is sup- 
posed. In most cases a differential diagnosis will be 
impossible. An important fact, however, is that in 
typhlitis the leucocyte count will remain much lower 
and the differential count will not show an increase 
in the polymorphonuclear cells at the expense of the 
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mononuclear. The chronic appendicitis so com- 
mon in young women is better known. 
Inflammations analogous to those occurring in the 
appendix may take place in any part of the colon, 
especially in the ascending colon, in the flexures, 
and in the sigmoid. Sigmoiditis is especially im- 
portant to the gynecologist. Many vague symp- 
toms referable to the lower abdomen are due to 
chronic colitis and not to perimetritis and perisai- 
pingo-oéphoritis. Before making a diagnosis of 
neurasthenia or hysteria it is important to make a 
thorough physical examination and exclude all 
organic causes. The involvement of the internal 
genitalia from the colon is much more common than 
is generally supposed. HANNES. 


Graves, W. P.: Relationship Between Gynecolog- 
ical and Neurological Diseases. Boston M. & 
5..J., 89t3, Clxix, §57- By Journal de Chirurgie. 


Various gynecological disorders are discussed by 
the author and an attempt is made to determine 
their relation to nervous disorders. Menstruation 
is first described fully as regards the general physical 
and mental changes which take place in woman at 
that time. There seems to be a gradual storing up 
of energy in the period preceding the menstrual 
flow, which reaches its maximum just before the 
menstrual period and suffers a marked drop at the 
time of the period and immediately following it. 
During the period the mental condition of the 
woman becomes hypersensitive. 

Of the menstrual irregularities which are especial- 
ly apt to produce neuroses, dysmenorrhcea is by far 
the most important. In the majority of cases this 
condition has a definite anatomic basis and opera- 
tive procedure is indicated in most of these cases. 
Many of them, however, cannot be treated suc- 
cessfully by the ordinary operative measures and 
hysterectomy with castration may even be necessary. 

Where there is a nervous disease as the primary 
condition, we often find the symptoms greatly 
exaggerated during the catamenial period. Most 
crimes committed by women are done during the 
menstrual period. Most of the women suicides 
are menstruating or are in the climacteric. Among 
the women inmates of insane asylums the particular 
symptoms are apt to become exaggerated during 
the menstrual period. As regards the relief of 
insanity by gynecological operations where diseased 
conditions are found in the pelvis, there seems to be 
a variance of opinion. Some authorities claim a 
large percentage of recoveries from such procedures, 
while others are very dubious about the results. 

The relation between neuroses and the artificially 
produced menopause is of great importance, and the 
author has gone to some length to determine what 
nervous disturbances, if any, are commonly pro- 
duced by removal of both ovaries. He arrives at 
the conclusion that patients do not suffer from hot 
flushes so much as during the natural menopause, 
and that as a rule the patients are less nervous than 
before the operation for pelvic disease. 











PREGNANCY AND ITS COMPLICATIONS 


Outerbridge, G. W.: Decidual Reaction in the 
Appendixin Intra-Uterine Pregnancy. J. Am. 
M. Ass., 1913, Ixi, 1702. By Surg., Gynec. & Obst. 
After a brief introduction, the author reports the 
case of a woman, aged 37, who was delivered of a 
full-term, living child. During labor, she com- 
plained of excessive pain and her abdomen was 
tender. Ten hours after delivery, the abdomen was 
enormously distended and the patient vomited 
large quantities of stercoraceous material. At 
operation, the appendix appeared acutely inflamed 
and there was considerable free pus in the abdominal 
cavity. The patient died the next morning and no 
necropsy was performed. Microscopical examina- 
tion of the appendix showed numerous groups of 
large, polygonal cells scattered throughout the 
greatly thickened subperitoneal tissue. The situa- 
tion of these cells stamps them as having arisen 
from the connective-tissue cells of the thickened 
stroma of the serosa. Nowhere did they show a 
tendency to spread out in a sheet immediately 
beneath the surface, as would surely be the case had 
they arisen from the surface of the endothelium. 
The author concludes the paper with a discussion 
as to the probable cause or explanation of the 
presence of decidual tissue in the appendix. A 
second case is cited, of a woman aged 22, who was 
operated on for an acute appendiceal attack during 
the sixth month of pregnancy. The same charac- 
teristic cells were found, but not quite so numerous 
as in the other case. The patient recovered without 
disturbance of the pregnancy. 
FEpwarp L. CoRNELL. 


Unterberger, F.: Pregnancy in Both Tubes at 
Once (Gleichzeitige Schwangershaft beider Tuben). 
Monatschr. f. Geburtsh. u. Gynak., 1913, XXXxviii, 247. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Pregnancy in both tubes simultaneously is very sel- 
dom observed in contrast to tubal pregnancies which 
frequently occur first in one tube and later in the 
other. Extra-uterine and intra-uterine pregnancy 
occurring at the same time has seldom been noted, 
as also the implanting of two ova in one tube. 
Thus far only 16 cases of simultaneous pregnancy in 
both tubes have been reported, one of them being a 
case in which there was one foetus, with a placenta, 
in one tube, and two foetuses, with one placenta, in 
the other. The author says the diagnosis of bilater- 
al tubal pregnancy is certain if chorionic villi, that 
will take a stain readily, are found in both tubes. 
It is not possible that one tube could have become 
pregnant, the ovum died, and then the other one 
have been impregnated, because about six months 
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after the termination of a tubal pregnancy the 
chorionic villi can no longer be demonstrated. 
Moreover, superfcetation is improbable, because 
generally after the beginning of pregnancy ovula- 
tion ceases. 

The author describes his own case: A thirty- 
year-old woman who had had one child and men- 
struated regularly afterwards. After six weeks’ 
cessation of menstruation, she had severe pain in 
the left side of the abdomen and fainting attacks; 
8 days later a similar attack followed by diffuse 
pain. On operation, a left-sided tubal abortion was 
found, which had led to the formation of a retro- 
uterine hematocele the size of a child’s head. On 
the right, there was a tubal rupture with a small 
peritubal hematocele, which was distinctly sepa- 
rated from the one on the left. Extirpation of 
both tubes was done, the right ovary being left in 
position. The recovery of the patient followed the 
operation. Ratu. 


Von Schrenck, A.: Uterine Myomata and Preg- 
nancy (Uber Uterusmyom und Schwangerschaft). 
Petersh. med. Ztschr., 1913, xii, 140. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Pregnancy in a myomatous uterus is of frequent 
occurrence. The influence of a myoma on concep- 
tion, pregnancy, labor, and the puerperium varies 
with the location of the growth. Large subserous 
tumors very rarely cause a hindrance to conception. 
On the contrary, intramural, submucous, and 
cervical myomata are much more active in this 
respect. The diagnosis of myoma and pregnancy 
may be difficult, at times impossible, during the early 
period of pregnancy. 

An increase in the size of the tumor almost always 
takes place during pregnancy; and is due in part to 
an oedematous infiltration, and in part to a hyper- 
plasia and hypertrophy of the muscle fibers. A 
change in form, characterized by a flattening there- 
of, is typical. Necrosis as a result of axial rotation 
of the myomatous gravid uterus or compression of 
the blood-vessels, or syphilitic disease of the vessels 
is rare during pregnancy. 

The frequency of necrosis of the myoma during 
pregnancy grows with the increasing age of the 
patient; it is relatively frequently seen during the 
puerperium; a marked decrease in size of the myoma 
takes place, as a rule, post-partum. Cervical myo- 
mata most frequently cause disturbances during 
labor. The simultaneous occurrence of myomata 
and pregnancy is not an indication for active inter- 
ference; complications alone require active treat- 
ment. Enucleation of the tumor or extirpation of 
the uterus are to be considered during the early 
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months of pregnancy; cesarean section, myomec- 
tomy, eventually hysterectomy, at the termination 
of pregnancy. JAEGER. 


Sellheim, H.: Tuberculosis and Pregnancy 
(Tuberkulose und Schwangerschalft). Tuberculosis, 
1913, xii, 271. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


In considering the relation between tuberculosis 
and pregnancy the following facts should be borne 
in mind: Non-pregnant women with active tuber- 
culosis shou'd not be allowed to become pregnant, at 
least not until the tuberculosis has been rendered 
inactive. In pregnant women with active tuber- 
culosis, abortion should be performed as early as 
possible, and further pregnancy prevented until the 
tuberculosis has been rendered inactive. Patients 
with inactive tuberculosis should be very cautious 
about undertaking childbearing, because there is 
great danger of lighting up a stationary tuberculous 
focus. If a woman become pregnant under such 
circumstances she should be treated prophylacti- 
cally; she should be placed under the most favorable 
conditions and treated as if the reactivation had 
already taken place. Women with active tuber- 
culosis should not be allowed to nurse their infants 
at all, and those with inactive tuberculosis only in 
moderation. WEBER. 


Heil, K.: Total Extirpation of the Gravid Uterus 
in Tubercular Patients (Die Totalexstirpation des 
graviden Uterus bei Phthisikerinnen). AJin.-therap. 
Wehnschr., 1913, XX, 1017. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author advocates the total extirpation of the 
uterus, without removal of the ovaries, as practiced 
by Bumm, in pregnant women with tuberculosis. 
The operation can all be performed at one time; it 
insures sterility, and puts a stop to the exhausting 
menstrual discharge. To avoid the evil results of 
general anesthesia he recommends lumbar or con- 
duction anesthesia by Ruge’s method. ‘Though it 
is opposed by many, total extirpation, if used only 
when there’are strong indications for it, is allowable, 
theoretically, and has already been used in numer- 
ous Cases. EHRENBERG. 


Massaglia, A.: Tetany Resulting from Experi- 
mental Parathyroid Insufficiency During 
Pregnancy and Eclampsia (Tetanie infolge ex- 
perimenteller Parathyroidinsufficenz wihrend der 
Schwangerschaft und Eklampsie). Zentralbl. f. allg. 
Pathol. u. pathol. Anat., 1913, xxiv, 577. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Vassales observed tetany in a nursing female dog 
after removal of the parathyroids and advanced 
the theory that eclampsia is due to an insufficiency 
of those glands. This theory is strengthened by 
some interesting expeiiments performed by Massa- 
glia. 

The parathyroids of two female dogs were extirpated 
a'most completely. Both dogs remained well with 





the exception of a slight albuminuria. A few months 
later, after the animals had become pregnant, they 
were taken ill; the body commenced to tremble; in a 
short time the symptom-complex of tetany devel- 
oped. Itimproved somewhat on the administration 
of parathyroidin, but recurred repeatedly. ‘The first 
animal died of tetany during the third labor follow- 
ing the extirpation. The microscopic examination 
of the liver and kidneys showed fatty degeneration. 
Parathyroid insufficiency therefore first manifests 
itself during pregnancy and the puerperium by 
tetanic attacks resembling the clinical picture of 
eclampsia. The author admits, however, that 
parathyroid insufficiency is not always the only 
factor, or even an essential one, in the production of 
this varied clinical picture. KREBS. 


Nacke and Less: Rapid Delivery in Eclampsia; 
with a Contribution to the Blood-Letting 
Treatment of the Same (Kritische Bemerkungen 
zur Schnellentbindung bei der Eklampsie mit einem 
Beitrag zur Aderlasstherapie der Eklampsie). Zentrabl. 
f. Gynak., 1913, Xxxii, 1189. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The authors are in favor of rapid delivery. Its 
success does not depend alone on the loss of blood as 
in blood-letting, but the evacuation of the uterus, 
the release of the abdominal organs from pressure, 
and the decrease of intra-abdominal pressure also 
play an important réle. 

The mortality in 79 cases noted was four; the 
puerperal eclampsias were attended by no fatalities. 
The conservative treatment with primary venesec 
tion was not employed in these cases, but it was 
used in 24 cases of puerperal eclampsia and as an aid 
to active therapy. 

A marked difference in the decrease of the albumin 
content of the urine, and increase of diuresis were 
not observed in the cases treated either with or 
without venesection. Profuse blood-letting does 
not cause shock in the sense that venesection- 
eclampsias during the puerperium show a higher 
mortality. Hirscu. 
Clivio, I.: Placenta Przevia (Placenta Pravia). Arte 

ostetr., 1913, XIV, 209. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

In Clivio’s experience, the placentae presented for 
demonstration frequently show a decreased thick- 
ness and increased surface extension. The danger 
of placenta previa lies more in the infection due 
to frequent examinations, surgical intervention, 
and tamponing, than in the hemorrhage. Infection 
occurs most frequently in anaemic women (as a re- 
sult of malaria, ankylostomiasis, pernicious anx- 
mia). Tamponing is only justifiable as a temporary 
means of arrest of hemorrhage, until the prepara- 
tions for an operation are completed or the patient 
has been transferred to an obstetrical institution. 
He recognizes as methods of treatment: rupture of 
the amniotic sac, metreurysis, and podalic version. 
Conservative or Porro’s cesarean section must be 
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considered in placenta previa centralis. The mor- 
tality following c#sarean section is less than that 
of placenta previa in the clinic and does not even 
amount to one-half of that in general practice. 
Clivio especially recommends a Porro operation 
in multipare, as it prevents hemorrhage during 
the puerperium and in future pregnancies. If the 
hemorrhage first appears during the period of labor 
pains, then the results are essentially better, as 
generally a marginal placenta previa is concerned 
and the uterine os is already dilated or can easily 
be dilated. In longitudinal positions of the foetus, 
rupture of the bag of waters is indicated; in trans- 
verse positions, version. The foetal mortality is 
very large in severe cases, as the life of the mother 
must always be considered first. Many children 
die as the result of detachment of large portions of 
the placenta and the delay in delivery caused by the 
conditions present. If a living and viable foetus 
can be diagnosed, Clivio recommends that the pa- 
tient with a placenta previa be sent to a lying-in 
hospital to avoid endangering the life of the woman 
by repeated tamponings. NEBESKY. 


Boni, A.: Treatment of Placenta Previa (Sulla cura 
della placenta praevia). Rass. d’ostetr. e ginec., 1913, 
xxii, 65. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
In 68 cases, treated since 1895, in the Gynecologi- 

cal Clinic at Pisa the maternal mortality was 5.88 

per cent, the infantile mortality, excluding those who 

died before the beginning of treatment, 40 per cent. 

In lateral placenta previa, rupture of the mem- 
branes generally suffices to stop the hemorrhage, and 
also in many cases of partial placenta previa. In 
cases where this is not sufficient rapid delivery should 
be done. If the os is not dilated the best method 
is Bonnaire’s manual dilatation. In rigid os, com- 
bined version by Braxton-Hicks method should be 
substituted. The author has often used Bonnaire’s 
method and has never seen serious cervical tears. 

Cesarean section should be reserved for excep- 

tional cases. COLOMBINO. 


Bondy, O.: Bacteriological Examinations in 
Extraperitoneal Czsarean Section (Bakterio- 
logische Untersuchungen beim extraperitonealen 
Kaiserschnitt). Zéschr. f. Geburtsh. u. Gyndk., 1913, 
Ixxili, 582. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
The principal indication for the extraperitoneal 
cesarean section in preference to the transperitoneal 
are the “unclean” cases. The author for the past 

1% years has conducted investigations on extra- 

peritoneal caesarean sections to decide: (1) Whether 

clinically clean cases show an entire absence of 
micro-organisms. (2) What is the course of the clin- 
ically and bacteriologically clean cases as compared 
with that of cases with infected liquor amnii. The 
method employed is as follows: (1) Immediately 
before operation smears were made from the cervix 
and from the external os, and (2) immediately after 
rupture of the membranes smears were made with 
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cotton applicators from the liquor taken from the 
cervical incision. Cultures were made on different 
media. The method and technique are described 
in detail. He concludes as follows: It is not so 
important to determine whether bacteria are present 
or not, as it is to determine the nature and the num- 
ber of the organisms present. Staphylococcus albus, 
pseudodiphtheria bacilli, and also the non-hemolytic 
streptococci are relatively harmless. The smear is 
not to disregard; it is of significance when smear and 
culture of the same secretion correspond. The 
number of bacteria in the liquor amnii is of im- 
portance. 

Cases with ruptured membranes which have 
been examined outside of the clinic and with tem- 
perature above 37.5° — so-called infected cases— 
always have bacteria in the liquor. In these in- 
fected liquor cases the smear always showed numer- 
ous bacteria, similar to pus which contains bacteria. 
There was a marked degree of correspondence be- 
tween clinical and bacteriological cleanliness, al- 
though the clinical course of the cases did not ab- 
solutely correspond with the bacteriological clean- 
liness. The bacteriological examination of the 
secretion, and especially of the liquor, may be of 
considerable significance in determining the indica- 
tion for extraperitoneal section. If the smear con- 
tains numerous organisms then the extraperitoneal 
route is to be preferred over the transperitoneal. 
If the transperitoneal operation is performed in 
cases with infected liquor, or if the peritoneum is 
torn in the extraperitoneal operation, it is perhaps 
advisable to drain the peritoneal cavity. In extra- 
peritoneal cases of this kind it is advisable to drain 
the cellular tissue wound. Hauser. 


Von Mihalkovics, E., and Rosenthal, E.: Clinical 
and Bacteriological Contributions on the 
Treatment of Abortion (Klinische und _ bakterio- 
logische Beitrag zur Abortustherapie). Monatschr. 
f. Geburtsh. u. Gynak., 1913, XXXviii, 90. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The lochia of 100 cases of actively treated abortion 
was carefully examined. Expectant treatment was 
used only in cases in which abortions were in prog- 
ress, most of them in the fiith and sixth months of 
pregnancy. Pathogenic organisms were found in 99 
of the cases, but seldom in pure culture; 22 times the 
hemolytic streptococcus (twice in pure culture); 
44 times the non-hemolytic streptococcus (no pure 
culture); 85 times the staphylococcus (11 times pure 
culture and 4 times hemolysis). 

The course of the cases of hemolytic streptococci 
was more favorable than that of the non-hemolytic 
streptococci. The hemolytic power is acquired 
through adaptation. Schottmiiller’s staphylococcus 
putridus was found in only one case. A fatal case of 
peritonitis due to B. coli is fully described. The 
authors come to the conclusion that the proper 
treatment of abortion must be based on clinical, not 
bacteriological, findings. Even finding hemolytic 
streptococci in the circulation does not indicate a 
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bad prognosis. Observations on 875 cases treated 
actively and 272 treated expectantly lead them to 
conclude that a moderate degree of active treatment 
is best; active treatment is indicated, therefore, 
especially in cases with fever. The results are given 
in tabular form. LAMERS. 


Waeber, A.: Report of 593 Abortions; with 
Special Consideration of the Treatment of 
Febrile Abortions (Bericht iiber 593 Aborte mit 
spezieller Berucksichtigung der Therapie des fieber- 
haften Aborts). Petersb. med. Zischr., 1913, xiv, 163. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

As we do not at present possess a procedure, 

clinically applicable, which expresses the intensity 
of disease changes by the germs present, therefore 
we cannot utilize a treatment which is based on 
bacteriology. Only the local disposition is of im- 
portance in deciding the degree of severity of the 
infection, neither the bacteriological findings nor 
the curettage being of little consequence. The 
best testimony for this method of procedure is 
Waeber’s 503 afebrile and febrile abortions, which 
were treated according to the general principles of 
active therapy, i.e., immediate digital exploration 
without considering the bacteriological findings of 
the cervical secretions. The results are excellent 
and far superior to those of the expectant plan of 
treatment. [EBELER. 


Huntington, J. L.: Relation of the Hospital to 
the Hygiene of Pregnancy. Boston M.&S.J., 
1913, clxix, 763. By Surg., Gynec. & Obst. 

Attention is called by the author to the great 
importance of properly safeguarding the mother and 
child during the course of pregnancy and to the 
great value of frequent consultations of the physi- 
cian with the patient. An outline is presented of the 
work done by the pregnancy clinic of the Boston 
Lying-In Hospital and recommendations are given 
for improvements along the lines of work carried 
out by the clinic. 

Most of the patients come to the clinic between 
the fifth and sixth month and are subjected to a 
complete physical examination at the time of en- 
trance. They are then given instructions as to the 
general care of themselves and also as to the special 
symptoms which they are expected to report to the 
physician in charge. Each patient is asked to return 
to the clinic once every ten days, and in this way a 
careful follow-up system is formed. 

The results of this clinic are extremely satisfactory, 
as the death rate is relatively low and many cases 
receive appropriate treatment early for complica- 
tions which, if allowed to run, might endanger the 
life of mother or child or of both. J. H. Skies. 


LABOR AND ITS COMPLICATIONS 


Schlapoberski, J.: Rectal Examination During 
Delivery (Zur Untersuchung per rectum wiihrend 
der Geburt). Monatschr. f. Geburtsh. u. Gynék., 1913, 
XXXVili, 258. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
_ The author points out the great danger of infec- 
tion by vaginal examination of women in labor and 
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shows that, if skillfully done, rectal examination 
shows the relation of the presenting part to the pel- 
vis, and, in many cases, the degree of opening of the 
mouth of the uterus, so that vaginal examination is 
rendered unnecessary. He thinks the method of 
rectal examination should be taught to midwives. 
Since he has been using it he has had very good mor- 
tality statistics in obstetrical cases. Ersenspacu 


Schwarzwiller: New Manipulations in Brow 
Presentations (Uber den Kegelkugelhandgriff). 
Zentralbl. f. Gyndk., 1913, XXxv, 1289. 

By Zentraibl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 
In Liepmann’s manipulation for correcting brow 

presentations, the hand seizes the child’s head like a 
bowling ball and gives it a spiral twist until the small 
fontanel appears at the mouth of the uterus. The 
outer hand pushes the forward shoulder to the other 
side as the head is turned. The author has used this 
procedure eighteen times, always with good results. 
Afterwards, the delivery is completed with forceps. 
There is no danger in the procedure, as in Scanzoni’s 
method of turning the head with the forceps, or in 
extraction with the brow presentation. One can, 
at the same time, stretch the vagina and the rigid 
mouth of the uterus and push the latter back over 
the child’s head. Hire. 


Mosher, G. C.: The Problem of the Occipito- 
posterior Position. Jiterst. M. J., 1913, xx, 1058. 
By Surg., Gynec. & Obst. 


The author reports that in a series of 20 con- 
secutive pregnancies he had 16 cases of the occipito- 
posterior position. Beyond a doubt, the right 
occipitoposterior position is one Of the greatest 
bétes noires of obstetrics and a subject which cannot 
be too much discussed nor too well understood. 

After discussing the subject in detail the author 
reaches the following conclusions: 

The landmarks to be kept in the limelight are: 
(1) The making of an accurate diagnosis; (2) the 
preserving of the membranes; (3) no treatment in 
the first stage, if the patient is in good condition, 
for over go per cent have spontaneous rotation; (4) 
the great desideratum is to encourage good flexion, 
good pains; (5) in the second stage, with weak pains, 
first chloral and morphine should be used (Tweedy’s 
plan); (6) manual rotation has resulted in many safe 
deliveries; (7) if the head is not engaged, version 
may be indicated; (8) rotation by forceps and reap 
plication is recommended by New York obstetricians; 
(9) in 2 per cent of these cases the head must be 
delivered posteriorly and deep lacerations are to be 
expected; (10) it is predicted that caesarean section 
will more frequently be selected, after the patient 
has been given the test of labor and the attempt 
found unsuccessful. EDWARD L. CorNELL. 


Pincus, F.: Injuries to the Eye by Forceps De- 
livery (Uber Schiidigungen des Auges durch Zan- 
genentbindung). Klin.-therap. Wehnschr., 1913, 
XXxix, 857. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Injuries to the eyes during birth are rare. Lesions 
of the cornea, the iris, and the ciliary bodies are sel- 
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dom seen during spontaneous labors. Retinal 
hemorrhages, which are frequently seen near the 
posterior fundus of the eye, are rapidly absorbed. 
They are caused by pressure of the skull, compres- 
sion of the jugular veins, and the changes in the cir- 
culation occurring with the first inspiration. Frac- 
tures of the orbital cavity, observed in spontaneous 
labors, endanger the eye. Severe hemorrhages into 
the orbital cavity may cause exophthalmos and 
injuries to the eyes may also be indirectly caused by 
cerebral lesions. The use of forceps considerably 
increases the dangers to the infant’s life, especially 
if they are applied to the still high head in the 
fronto-occipital diameter. 

The slipping of the blades, in particular, is 
accompanied by bad results. Opacities of the con- 
junctive, which are caused by forceps injuries, are 
either diffuse and smoky, and disappear quickly; or 
they are deep and band-like and mostly of a perma- 
nent nature. The latter opacities are due to lacera- 
tions of Descemet’s membrane, the escaping humor 
bringing about processes of inflammation and de- 
generation; unilateral severe astigmatism with 
lineal opacity of the cornea is explained in this 
manner, while severe lacerations of the corneal 
membrane are occasionally observed. 

Paralysis of the facial nerve, which frequently 
follows forceps deliveries, may cause lagophthalmos 
and ulceration of the cornea. The pressure of the 
forceps induces hemorrhage into the inner eye 
(anterior chamber, lens, vascular or retinal mem- 
brane), and, occasionally, cataracts and luxation of 
the crystalline lens. Lacerations of the iris, hydroph- 
thalmos, and hemorrhagic detachment of the 
retina are very rare complications. 

The optic nerve is endangered by basal skull 
fractures which are not so very rare in forceps de- 
liveries (spicula of bone, pressure by blood clot). 
The severest injury to the eye, exophthalmos, pro- 
trusion of the eyeball, or its traumatic forcible re- 
moval, are to be traced back to fractured bones. 
Lesions of the structures of the neck may be indi- 
rectly conducive to disturbances of the eye. Pineus 
describes a case of paralysis of the sympathetics, 
caused by pressure of the forceps blade on the cer- 
vical ganglion. Hess. 


PUERPERIUM AND ITS COMPLICATIONS 


Nagel: The Blood-Vessels of the Puerperal Uterus 
(Uber die Blutgefiisse des puerperalen Uterus). Tr. 
Internat. Cong. Med., Lond., 1913, Aug. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Nagel has shown by means of a specimen with 
injected vessels that, contrary to the belief of many 
authors, the uterine artery sends out branches to 
the cervix as well as to the body of the uterus. 

These branches, on both surfaces of the uterus, form 

anastomoses with those of the opposite side. These 

transverse anastomoses are connected by longitudi- 
nal ones, and send branches into the different mus- 
cular layers of the uterus, which again are connected 
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with each other and form a network consisting of 
three layers. The course of the ovarian vessels is 
also plainly to be seen in the specimen. The five 
ovarian arteries rise from the spermatic artery and 
break up, before they enter the ovary, into a bundle 
of tortuous vessels. 


Harrar, J. A.: The Treatment of Puerperal 
Streptococczmia with Intravenous Injections 
of Magnesium Sulphate. Am. J. Obst., N. Y., 
1913, Ixix, No. 5. By Surg., Gynec. & Obst. 

Harrar reports the results of the intravenous 
injection of magnesium sulphate as advocated by 
Huggins. The treatment was employed in 14 cases 
of streptococcus infection, with 12 recoveries; in 5 
cases in which blood cultures were positive, only 
one died. <A 2 per cent solution of chemically pure 
magnesium sulphate is prepared with freshly dis- 
tilled water and is then filtered and sterilized in an 
autoclave. By simple puncture, 400 ccm. of this 
solution is injected into a vein. The injections 
should be repeated every second or third day, accord- 
ing to the course of the infection as revealed by the 
temperature chart — ordinary supporting measures 
being meanwhile carried out. 

Harrar does not attempt to explain the action of 
this medication, since, as he says, magnesium 
sulphate has been shown not to inhibit the growth of 
streptococci and not to cause a leucocytosis, yet he 
believes the results obtained in the severe cases 
which he selected for this treatment are so striking 
as to justify the further trial of this method of 
treatment, especially since the method is absolutely 
harmless. N. Sproat HEANEY. 


Ricketts, R. M.: Surgery of Puerperal Eclampsia; 
Suprapubic Ceesarean Section. Tr. Western 
Surg. Ass., St. Louis, 1913, Dec. 

By Surg., Gynec. & Obst. 

The deductions of Ricketts from personal letters 
to surgeons, health officers, and the U. S. Census 
Bureau at Washington, indicate that 4 deaths occur 
in the United States annually to every 100,000 
persons, as the result of puerperal eclampsia, also 40 
infants to every 100,000, thus making 4,000 mothers 
and 40,000 infants as the sum total based upon 
100,000,000 inhabitants. He also shows that fre- 
quency and mortality increase in passing from the 
temperate zone to the equator, and that the fre- 
quency and mortality are greater in the black races. 
He suggests that certain bacteria or parasites found 
in the warmer climate may be more prone to select 
the pregnant woman for their habitat, thereby 
inducing eclampsia, the cause of which has not been 
fully determined. 

Concerning operative measures for eclampsia, 
his work shows that suprapubic caesarean section, 
since 1905, when performed immediately after the 
first convulsion, without complication, has reduced 
the mortality of mothers to less than to per cent 
and infants to about 15 per cent. Personal letters 
from various operators are incorporated in his rather 
extensive paper as evidence of these facts. 
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Vogt, E.: The Trendelenburg Operation in Puer- 
peral Pulmonary Embolism (Die klinischen und 
anatomischen Grundlagen der Trendelenburgschen 
Operation bei der puerperalen Lungenembolie). 
Zischr. f. Geburtsh. u. Gyndk., 1913, |xxiii, 137. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The Trendelenburg operation has been but rarely 

performed; never for puerperal pulmonary embo- 
lism. Theauthor reviews 14 fatal cases of puerperal 
pulmonary embolism which occurred in the Dresden 
Clinic between 1897 and 1912 with regard to the 
applicability of the operation. The conditions 
necessary for its successful performance are: exact 
diagnosis of the embolism and of its location, im- 
mediate operation, and a good condition of the 
patient. The diagnosis is easy even if no primary 
thrombosis can be demonstrated clinically. Of the 
author’s 14 cases 3 died suddenly after a normal 
puerperium. Mahler’s sign was present in 5 cases; 
in 65 per cent exitus occurred without any pre- 
monitory symptoms. The embolism can be ex- 
tracted only if it is lodged at the root or in the main 
branch of the pulmonary artery. In multiple 
emboli of the smaller branches removal cannot be 
considered. In the author’s 12 autopsies either 
the conus or main branch was involved 8 times, 
in 4 cases the branches of the second or third order 
were involved. In Ranzis’ surgical cases of pul- 
monary embolism the thrombus was more frequently 
found in the small branches. In Vogt’s cases 
operation was possible 9 times, 64 per cent, within 
15 minutes, 10 times, 71 per cent, within 5 minutes 
after the attack, whereas in Busch’s 22 cases of 
post-operative embolism it was possible to operate 
only in 44 per cent of the cases. Puerperal pul- 
monary embolism occurs in strong individuals 
before the thirtieth year in 50 per cent of the au- 
thor’s cases and in 45 per cent between the thirtieth 
and fortieth year. Post-operative embolism, how- 
ever, occurs in individuals weakened by hemorrhage, 
suppuration or neoplasm and usually between the 
fiftieth and seventieth year. Von MILTNER. 


MISCELLANEOUS 


Kjolseth, M.: The Signs of Maturity in the New- 
Born Child (Untersuchungen iiber die Reifezeichen 
des neugeborenen Kindes). Monatschr. f. Geburtsh. 
u. Gyndk., 1913, XXxviii, 216. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 
The work is not adapted to a short abstract. The 
author personally examined 1072 new-born babies 
in regard to numerous factors and comes to the 
conclusion that no single developmental sign alone, 
nor even in combination with other signs, is charac- 
teristic enough so that the duration of pregnancy 
can be definitely determined from it. Haro. 


Welch, J. E.: Human Serum Treatment for 
Hemorrhagic Diseases of the New-Born. 
N.Y. St. J. Med., 1913, xiii, 588. 

By Surg., Gynec. & Obst. 
The author reports a typical case of a new-born 
baby, in good condition in every way, weighing 9 
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pounds at birth. On the third day bleeding from 
the vagina was noticed; in a few hours the gums 
began to bleed, and in 24 hours bright red blood 
was being passed in the stools. The bleeding con- 
tinued for three days, when hemorrhagic spots 
appeared beneath the skin. The temperature 
gradually increased until, on the fifth day, it 
reached 103°. The baby’s weight rapidly declined 
and the voice grew weak. Normal human serum 
injections were begun at midnight on the fifth day, 
one ounce being given hypodermatically twice a 
day for four days. The bleeding began to diminish 
within a few hours after the first injection, and at 
the end of 48 hours had ceased entirely, and the 
child soon regained its normal functions. In some 
cases the primary bleeding may begin around the 
cord. 

Welch believes that the hemorrhage in the new- 
born is due to an altered state of the circulating 
blood which causes an injury to the endothelial 
lining of the blood-vessels, thus allowing an escape 
of the red blood corpuscles into the surrounding 
tissues — there may or may not be a retarded coag- 
ulation time. This substance which circulates in the 
blood is a toxin and may result from bacteremia, 
syphilis, or poisons derived from the gastro-intes- 
tinal tract, especially the colon, because in some 
instances the faces have the foul odors of decom- 
position. Emaciated children develop toxins from 
metabolical products of suboxidation. If the toxin 
has impaired the capacity of the general body tissues 
to form thromboplastin enough to neutralize the 
antithrombin, then the coagulation time is in- 
creased. 

The hemorrhages are not controlled by a coagu- 
lation process. The human serum performs its 
function by virtue of its food value, restoring the 
endothelium quickly to its normal condition. 

Welch gives an ounce in each injection subcu- 
taneously, twice daily in moderate bleeders and three 
times daily in severe cases, using gentle massage 
during the injection. Intravenous injections are 
severely condemned, and serum must be used within 
48 hours in order to avoid precipitation. 

The patients are usually in a condition of shock, 
with low blood pressure. There is cloudy swelling 
and some fatty degeneration of the tissues, especially 
of the liver and kidneys; the complement content 
of the blood is also lowered. 

The use of foreign sera, such as horse serum, is 
condemned because its administration has been 
shown to cause focal necrosis of the liver, hyaline 
blood platelet thrombosis in the capillaries of the 
lungs, anaphylaxis, and if more than a certain 
quantity is used the coagulability of the blood is 
decreased and active hemorrhage may result. 

When whole blood is introduced, the cellular 
elements have to be slowly absorbed, which con- 
sumes much energy. 

The direct transfusion of blood is impracticable, 
because in 50 per cent of cases it is physically 
impossible and in 25 per cent hemolysis or thrombo- 
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sis occurs. This leaves but 25 per cent of the cases 
benefited by the treatment. 

In closing, Welch describes how the serum is 
collected and prepared. EUGENE Cary. 


Kehrer, E.: Tetany of the New-Born (Uber Tetanie 
Neugeborener). Jahrb. f. Kinderh., 1913, xxvii, 629. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


This is a report of six cases of tetany in the new- 
born. The diagnosis was positive, as all the typical 
signs were present. Clonic convulsions were preva- 
lent in three cases; tonic contractions, persisting for a 
long time, were present in the others. The contrac- 
tures of the upper extremities were always more pro- 
nounced than those of the lower. It was difficult 
to overcome the spasms of the legs, which were con- 
vulsively flexed. Chvostek’s facial phenomenon 
and also Trousseau’s arm sign were present, showing 
increased mechanical irritability of the nerves. 
Clouding of consciousness was apparent in all the 
cases, contrary to the usual opinion. 

Of interest is the combination of tetany with ne- 
phritis in the one case, with sclercedema in two others 
and with severe icterus in another case. These com- 
binations must be considered as a sign of severe 
damage to the organism. The simultaneous occur- 
rence of tetany in the newborn and a markedly 
tetanic condition in the mother is noteworthy. The 
lime treatment is very successful. An improvement 
occurred within a few days if sufficiently large doses 
were given (0.2 calcium chloride 5 to 8 times daily). 
It may be administered subcutaneously or per 
rectum. To avoid the formation of an abscess on 
the hypodermic administration, it should be given 
in several parts of the body, or Miiller-Saxl’s calcium 
gelatin should be used. BENTHIN. 


Jérgensen, G.: Investigations on the Salt Fever 
of Nurslings (Untersuchungen iiber Kochsalzfieber 

bei Siuglingen). Ugeskr. f. Leger., 1913, Ixxv, 1219. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Wechselmann’s researches on the poisonous nature 
of old distilled water, and the réle it plays in the use 
of salvarsan, induced Jérgensen to _ investigate 
whether similar conditions obtained in the fever 
which appears in nurslings after physiologic salt 
solution is injected subcutaneously, as Schaps, 
Finkelstein, and several others have found. He 
iniected salt solution prepared with freshly distilled 
water, and salt solution which had stood exposed 
for some time. The results in all cases showed that 
old solutions produced conditions similar to those 
described by the above mentioned authors, but 
nothing similar occurred if a fresh solution was used. 
Similar results prevailed if a 5 per cent solution of 
glucose was used instead of a salt solution. He 
believes, therefore, that the fever reaction after 
subcutaneous injection of physiologic salt solution 
is exclusively of bacterial origin. 

S. A. GAMMELTOFT. 





‘outward with its soft parts. 
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Henschen, K.: The Diagnostic and Therapeutic 
Aspiration of the Fontanel in Subdural 
Hzmatoma in the New-Born (Die diagnostische 
und therapeutische Fontanellaspiration des subduralen 
Geburtshimatoms der Neugeborenen). Zentralbl. f. 
Gyndk., 1913, XXxvii, 925. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author suggests that skulls of infants dying 
of cerebral hematomata be frozen before autopsy is 
performed to prevent the blood from changing its 
location so that the exact location of the hematoma 
may be ascertained. He classifies these hemato- 
mata, as does Seitz, into those of the convexity, supra- 
tentorial, and of the base, or infratentorial. In the 
first group the classical symptoms, restlessness, 
high tension pulse, tension of the large fontanel, 
difference in the size of the pupil in unilateral 
hematoma, increased reflexes, paresis, and convul- 
sions, show clearly the increased intracranial 
pressure due to the gradual formation of the 
hematoma. 

In the second group these symptoms are indefinite 
—soft, pulsating fontanel, somnolence, cyanosis, 
rigidity of the neck, absence of the cerebral cry, 
irregular respirations. In these portions of the 
brain complete myelinization does not occur as early 
as in the motor cortical areas. The author recom- 
mends exploratory puncture of the subdural space 
from the outer angle of the large fontanel for diag- 
nostic as well as therapeutic purposes in cases of 
frontal, parietal, or occipital hematomata, and 
cervical puncture in basal hemorrhages. Usually 
both may be combined in order to draw off the fluid 
which is increased by the exudate. If the blood has 
coagulated, the skull should be opened, as advised 
by Cushing and Seitz, the clots removed and the 
vessels ligated. Of 16 patients thus operated upon. 
7 were cured. The author reports one such case. 
He concludes that (1) a subdural haematoma which 
has been removed by operation and closed without 
drainage, will recur if the tamponing effect of the 
clot is removed; (2) the hematoma may not be found 
at the puncture, and if not, it is advisable to open 
the skull on both sides in cases of bilateral convul- 
sions. The technique of the puncture requires a 
cannula of large caliber. This is introduced ob- 
liquely through the outer angle of the large fonta- 
nel, the point being upward, the lumen down- 
ward. 

In cases where an occipital haematoma is suspected, 
the cannula is introduced through the outer edge of 
the small fontanel, underneath the occipital bone. 
At the same time the bones of the skull are over- 
lapped at the coronal and lambdiodal sutures by 
compression. Where craniotomy is performed, the 
parietal bone is cut at the angle of the fontanel and 
torn loose from its interstitial membrane. The base 
of this triangle is broken and the bone is reflected 
After the dura has 
been opened and the necessary steps taken, the 
bone is turned back and the scalp only sutured, not 
the dura. Morr. 
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Vogt, E.: Duodeno-Jejunal Hernia in the Infant 
(Hernia duodeno-jejunalis beim Saugling). Monatschr. 

f. Geburtsh. u. Gynik., 1913, Xxxvii, 817. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 
The clinical picture was as follows: A healthy 
new-born infant was put to the breast for the first 
time 12 hours after birth. Immediately after 
nursing the infant vomited the entire quantity of 
milk. Profuse evacuation of meconium followed. 
Vomiting recurred with each nursing, and after 
the milk was vomited pure bile followed. The 
region of the stomach was somewhat distended, and 
a tumor the size of an apple seemed palpable to 
the left of the spine. The child gradually became 
worse and died on the fourth day. Upon opening 
the abdominal cavity, a thin-walled peritoneal sac 
the size of a fist was found directly below the 
stomach and transverse colon, to the left of the 


spine. Loops of small bowel shone through the 
sac. The hernial ring formed by the edges of the 


duodeno-jejunalis fossa was sharp and contained a 
blood-vessel. There was no definite strangulation 
of the loops at the entrance and exit of the sac, 
and none of the loops were adherent to each other. 
The omentum was well developed. The case was, 
therefore, a duodeno-jejunal hernia. This is the 
first case on record in which such a hernia was con- 
genital and caused disturbances immediately after 
birth. WIEMER. 


Boerma, N. J. A. F.: The Manner of Embedding 
the Human Embryo (Beitrag zur Kenntnis der 
Einbettung des menschlichen Eies). Monatschr. f. 
Geburtsh. u. Gyndk., 1913, XXXvii, 723. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Boerma had the good fortune to obtain an un- 

injured, well-preserved human egg, 6 x 3 x 214mm. 
in size, which he considers one of the smallest 
embryos in existence. On his preparation he could 
prove that the intervillous space is not always filled 
with blood, which confirms the view expressed by 
Spee in 1896. Fortunately, by accident the direc- 
tion of the cut surface was parallel to the long axis 
of the embryo, and the point of attachment was 
so cut that the yolk sac and its attachment were 
opposite to the amnion, mesoblast, and chorion in 
one field. BAYER. 


Meyer, R.: The Relation of the Ovum and the 
Fertilized Ovum to the Follicle Apparatus; 
and That of the Corpus Luteum to Menstrua- 
tion (Uber die Beziehung der Eizelle und des _ be- 
fruchteten Eies zum Follikelapparat, sowie des Corpus 
futeum zur Menstruation). Arch. f. Gyndk., 1913, ¢, 1. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The fate of the follicle depends upon the fate of 
the ovum. Asa result of maturation the primoidial 
follicle is converted into the graatian follicle and 
the theca cells are grouped around the epithelium 
of the membrane granulosa. An abortive matura- 
tion is observed in older foetuses and in smaller 
children. The monthly maturation and fertiliza- 
tion of the ovum produces an inhibition of matura- 





tion of the other ova and atresia of the follicle. If 
many ova are in the state of maturation, the secre- 
tion of the membrana granulosa produces a cystic 
degeneration of the ovary. With the expulsion of 
the matured ovum, the lutein cell border is formed 
from the epithelium of the membrana granulosa. 
The proliferation, vascularization, maturation, and 
retrogression of the corpus luteum go hand _ in 
hand with the cyclic changes in the uterine mucosa, 
the maturation and beginning retrogression occur- 
ring at the time of menstruation. The fatty degener- 
ation of the lutein cells in the corpus luteum of 
pregnancy occurs principally at the end of preg 


nancy. The latter also contains a larger amount of 
colloid and calcium than the menstrual corpus 
luteum. Morphologically it is characterized early 


by a connective-tissue stroma without hyaline 
degeneration and by reinforcement of the vascular 
walls. The onset of menstruation is the latest 
period for the death of the ovum of the previous 
ovulation. Meyer observed abortive corpora 
lutea, showing retrogression before complete de- 
velopment had occurred, and considers them due to 
premature death of the ova. In addition he ob- 
served “‘partial accessory lutein border formation”’ 
in parts of the walls of cyctic atresic follicles in a 
state of development nearly as far advanced as 
that of the normally developed corpus luteum. 
This partial accessory lutein border formation was 
present in pregnancy as well as without it; it is 
possibly due to a distant action of the ovum of the 
normal corpus luteum. It is probable that a single 
living ovum may produce double corpus luteum 
formation (two corpora lutea in pregnancy). A 
further anomaly of the epithelial lutein cells is their 
partial persistence in atresic follicles during preg 
nancy, which, like the hyperplasia of the the cacells, 
may be attributed to the influence of the lutein 
accumulation of the fertilized ovum, which is still 
more exaggerated in hydatid moles and in chorio- 
epithelioma. In the latter case the cause must 
therefore be sought, not in the ovum but in the 
pathologically changed chorio-epithelium. 
WEISHAUPT. 


Warthin, A. S.: Miliary Tuberculosis of the Pla- 
centa, with Incipient Pulmonary Tuber- 
culosis of the Mother Becoming Latent after 
Birth of Child. J. Am. M. Ass., 1913, xi, 1951. 

By Surg., Gynec. & Obst. 

The author reminds us that it is generally recog- 

nized that the influence of pregnancy on maternal 
tuberculosis lights up pre-existing tubercular lesions 
in the mother. Authorities have minimized the 
danger of congenital transmission even in the 
presence of the recognized placental tuberculosis. 
During the course of a routine gross and micro- 
scopical examination of the placenta, where miliary 
tuberculosis was demonstrated, there were no 
miliary thrombi, but a few giant-cells were found, 
and in every section a small number of tubercle 
bacilli were also found in caseating tubercles. 
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The author gives details of the following case: 
A woman, aged twenty, a domestic, came under his 
observation for hysteric insanity. She gave a 
history of scarlet fever and measles and acknowl- 
edged a definite gonorrhoeal infection. With the 
exception of a diagnosis of pregnancy, the physical 
examination was negative. The family history 
showed no tubercular infections, and as far as the 
patient knew she had never been exposed to the 
disease. After childbirth, an examination of the 
chest showed a slight increase in vocal fremitus in 
the right posterior apex; there wasa slight impairment 
on percussion, the expiration was harsh; the pulse 
108. The diagnosis showed there was a suspicion 
of a healed tubercular process in the right apex. 
Tuberculin tests: Von Pirquet, 25 per cent. In 
96 hours there was a slight reaction. A subcutane- 
ous tuberculin test of 2 mg. was given at 10 A.M. 
the following day. At 2 P.M. there were redness and 
tenderness at the site of the injection. The highest 
temperature reached was 99.2°. One month after, 
she was given 5 mg. Her temperature reached 99.7° 
the following day at noon, at evening the tempera- 
ture was normal. The X-ray showed no definite 
tubercular condition, but there was an increase in 
root shadows. 

The author concludes that the placental miliary 
tuberculosis was of low virulence. Probably in the 
third or fourth month of pregnancy a latent tuber- 
culosis existed in the right apex and the bacilli were 
carried through the blood stream and deposited 
in the placenta. The patient showed no other 
tubercular sign on leaving the hospital. The low 
virulence of the placental infection may be explained 
by the relative immunity on the part of the placental 
tissues, or, as the mother failed to develop a miliary 
tuberculosis, the bacilli may have been of a feebly 
virulent strain (bovine), or the number of bacilli 
in the maternal blood stream may have been small 
and lodged only in the placenta. 

RoBert T. GILLMORE. 


Foulkrod, C.: A Consideration of the Reaction 
of the Human Organism to the Class of 
Foreign Proteids, Represented by the Syncytial 
Cell. Surg., Gynec. & Obst., 1913, xvii, 598. 

By Surg., Gynec. & Obst. 

The author tells of a series of experiments made 
in attempting to develop a simpler test for preg- 
nancy than the biological test. 

The first series consisted of drop cultures of 
placental tissue in serum from the cord from the 
same placenta, in the same medium, treated with 
pregnant blood and with non-pregnant blood and 
glandular extracts. 

The method is complicated and therefore open to 
many errors. When the cultures were successful, 
there could be proven some digestion of the placental 
cells treated with pregnant blood. 

In the second series, with antigens made from a 
full-term placenta, attempts were made to develop 
a complement-fixation reaction with pregnant 
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blood. This was unsuccessful, possibly because it 
has as yet been found impossible to dissolve out the 
antigen. 


Heynemann, T.: The Diagnostic Value of X- 

Rays in Obstetrics (Die diagnostische Verwertung 

der Réntgenstrahlen in der Geburtshilfe). Zéschr. f. 
Geburtsh u. Gyndk., 1913, Ixxiii, 92. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The diagnostic value of the X-rays in obstetrics 
is limited to the study of the maternal pelvis and 
its characteristics, and to the demonstration of the 
child during pregnancy. X-ray demonstration 
of the conjugata vera is not practicable, but those 
diameters which are difficult to measure directly 
may be ascertained in this manner. Distance 
pictures of the pelvic inlet, possible only in the non- 
pregnant state, are extremely valuable. Stere- 
oscopic pictures are next in value. Recently 
the X-ray demonstration of the child has been 
quite successful. Beginning with the seventh 
month it is possible to obtain in almost every case 
a picture of the foetal skeleton, but before this time 
it is exceptional to secure a picture. The same is 
true of extra-uterine pregnancy. The exposure 
does no harm so long as it is not unnecessarily pro- 
longed. The X-ray demonstration of pregnancy 
will not and should not take the place of other 
methods of examination but should only be used as 
a supplement to them. Hrrescu. 


Williamson, H.: The Value of Abderhalden’s 
Test for Pregnancy. J.Obst. & Gynec. Brit. Emp., 
1913, XXiv, 211. By Surg., Gynec. & Obst. 


The test was applied to 50 patients, 20 of whom 
were either in the last months of pregnancy or had 
recently been delivered. Of these 20 the results 
were positive, whereas in the other 30, non-pregnant 
cases, the reaction was negative. In 16 cases the 
test was applied for diagnostic purposes, proving 
correct in 12 cases, wrong in 2, and doubtful in 2. 
The author has formulated the following conclu- 
sions: 

1. It is established that the serum of pregnant 
women contains a ferment specific to placental 
albumin. 

2. This ferment can be demonstrated from the 
eighth week of pregnancy until ten days after 
delivery. 

3. Its presence may be demonstrated by the po- 
larimeter or dialysis. 

4. The former method is the more reliable, in 
that the sources of error are fewer. 

5. The accuracy of the test depends upon the most 
scrupulous care in details, and only in the hands of 
experts can the results be relied upon. 

6. The ferment is found only when chorionic 
tissue is present in the body. 

7. It is probable that under other conditions the 
color reactions and optical effects produced by the 
test may be simulated. 

8. Most of the common sources of error have 
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already been detected, and in the near future the 
test may be expected to give more reliable results. 
CAREY CULBERTSON. 


Sunde, A.: Abderhalden’s Serological Diagnosis 
of Pregnancy (Die Abderhaldensche serologische 
Reaktion der Schwangershaft). Norsk. Mag. f. Lege- 
vidensk., Christiana, 1913, xxiv, 1234. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

A detailed description of the theoretic principles 
and technique of the procedure is given with a 
report of 83 cases examined by the method of 
dialysis. In 75 cases the clinical results confirmed 
the diagnosis. Eight times it was positive when 
pregnancy did not exist —twice in men and six 
times in women who certainly were not pregnant. 

The author, however, thinks the method is abso- 

lutely reliable, and attributes these failures to a lack 

of care in washing out the placenta. It is absolutely 
necessary to follow Abderhalden’s directions very 
carefully. He did not try the optic method. 

Horn. 


Stoeckel: Abderhalden’s Pregnancy Reaction 
(Uber die Abderhaldensche Schwangerschaftsreak- 
tion). Miinchen. med. Wehnschr., 1913, 1x, 1741. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The diagnosis of pregnancy during its early 
months is at times very difficult, especially when 
the pregnancy is extra-uterine, and yet it is here 
that a diagnosis is of extreme importance. The 
Abderhalden reaction offers some hope of making a 
positive early diagnosis. The author gives a short 
description of the reaction and the principles upon 
which it is based. ‘The polariscopic method is only 
adapted for clinics at the present time. The 
dialyzation method has been tried in many cases 
and by many men, but Abderhalden’s results have 
not been completely corroborated. The author 
reports 130 cases in which the dialyzation method 
was tried and the results of which were published 
by Behne. According to these results the proof 
of a specific reaction is still lacking. Errors of 
technique will be investigated later. Stoeckel is 
of the opinion that Abderhalden’s reaction at the 
present time is not of much significance for general 
practice nor for the forensic side of obstetrics. On 
the other hand, he is convinced that by both of the 
methods new insight will be gained into the realm 
of the biologic relations existing between mother 
and child, relations hitherto but poorly understood. 

RUNGE. 


Jonas, W.: Contribution to the Clinical Value of 
the Abderhalden Serum Reaction of Preg- 
nancy; the Dialysis Method (Beitrige zur 
klinischen Verwertbarkeit der Abderhaldenschen 
Schwangerschaftsreaktion; Dialysierverfahren). 
Deutsche med. Wcehnschr., 1913, XXxix, 1099. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author performed the serum reaction of 
Abderhalden in 50 cases of pregnancy and gyneco- 
logic diseases and found the reaction incorrect in 
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two instances. If in place of the serum, blood plasma 
was employed, the reaction was negative even when 
pregnancy existed. When carcinoma serum and 
carcinoma tissue were employed, the latter was split 
up in five out of seven cases. BOXER. 


Schafer, P.: Abderhalden’s Ferment Reaction in 
the Serum of Pregnant Women (Abderhal- 
densche Fermentnachweis im Serum vonSchwangeren). 
Berl. klin. Wehnschr., 1913, 1, 1605. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


A report of results obtained at the Royal Uni- 
versity Gynecological Clinic (Kgl. Universitits- 
Frauenklinik) with Abderhalden’s reaction for 
pregnancy shows that 186 cases were examined by 
the method of dialysis, and 108 of them at the same 
time by the optic method. The latter method is 
more easily carried out and is less subject to error. 
Of 72 pregnant women examined, from the first to 
the tenth month, only two reacted negatively, one 
with hyperemesis, and one with pregnancy in a 
bicornuate uterus. The diagnosis of pregnancy was 
made in one woman’s case eight days after the ces- 
sation of the menses. There were numerous mis- 
taken positive diagnoses in cases of myoma and car- 
cinoma of the cervix; with the optic method, only 
one error was made in a case of myoma. On the 
whole, the Abderhalden method is a valuable addi- 
tion to our means of diagnosis. Hamm. 


Linzenmeier, G.: The Calcium Content of the 
Blood During Pregnancy (Der Kalkgehalt des 
Blutes in der Schwangerschaft). Zentralbl. f. Gynak., 
1913, XXXVI, 958. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The author confirms Kehrer’s observation that 
the quantity of lime in the blood of the pregnant 
woman is not decreased but increased. However, 
in contrast to Kehrer, he did not find a decrease of 
the quantity of calcium in the blood of eclamptics. 

His belief that the amount of lime which the foetus 

needs for the construction of the skeleton is brought 

from the mother by way of the blood stream is con- 
firmed by the findings in virgin and egg-laying geese. 

The latter always have more lime in the blood. He 

adds a small percentage table of the lime contained 

in most of the ordinary foodstuffs and emphasizes 
the value of a correctly balanced food. He adds 
lime in excess as a prophylactic against caries of the 
teeth, which so frequently occurs during pregnancy. 
Vorcr. 


Hinselmann, H.: So-Called Physiological Preg- 
nancy Thrombosis of Vessels at the Placental 
Site (Die angebliche, physiologische Schwanger- 
schaftsthrombose von Gefiissen der uterinen Placen- 
tarstelle). Ztschr.f. Geburtsh. u. Gyndk., 1913, |xxiii,1 46. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Thrombosis of blood-vessels at the place of 
placental insertion in the uterus were not found in 
numerous examinations of gravid and two recent 
puerperal uteri. Many formations formerly thought 
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to be thrombi are only necrotic maternal tissue 
produced by the interstitial implantation of the 
ovum. Necrobiotic maternal cells and cell débris 
are transported by the blood and lymph stream. 
This fact is of importance for the physiology and 
pathology of pregnancy. Hirscu. 


Léfqvist, R.: The Importance of Pituitrin in 
Obstetrics (Die Bedeutung des Pituitrins in der 
Geburtshilfe). Versamml. d. Nord. chir. Vereins, 
Kopenh., 1913. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

From the extensive literature on pituitrin, Léf- 
qvist concludes that pituitrin induces labor pains; 
however, many existing facts contradict this con- 
clusion. The most important is that the action of 
pituitrin is very weak in the beginning of labor, but 
develops to its greatest strength toward the termi- 
nation, when abdominal pressure plays the most 
important réle under normal conditions. The pub- 
lished cases are mostly of such a nature as to with- 
stand critical investigation. 

The author attempted to study the action of 
pituitrin in women at full term, as well as during 
labor, and arrived at the conclusion that pituitrin 
excites uterine contractions which are, however, not 
identical with physiological pains. In cases in which 
the action is marked, a tendency to tetanic contrac- 
tions of the uterus can be observed. They may be 
of five, ten, or fifteen minutes’ duration and the 
uterine muscle may not completely relax in the 
intervals. 


If pituitrin becomes active during a physiological 
labor pain, then labor also progresses during the 


first period. The contractions secured by pituitrin 
alone cannot dilate the cervix without other assist- 
ance. The tetanic contractions, however, may 
in a surprising manner hasten labor, after the cer- 
vical canal is open, especially in multiparz with well 
dilated soft parts. The pathological character of the 
pituitrin contractions may best be demonstrated by 
the measurement of the intra-uterine pressure, as 
has been proved by other investigators. 


Hofstatter, R.: Failures and Injuries Resulting 
from the Administration of Hypophyseal 
Extract (Uber Misserfolge und Schadigungen durch 
die Hypophysen Medikation). Monatschr. f. Ge- 
burtsh. u. Gyndk., 1913, Xxxviii, 142. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author reports the failures and injuries due 
to hypophysis medication. Pituitrin may be em- 
ployed in acute cases (during and after labor) and 
in chronic cases (atony of the bladder, gynecologic 
hemorrhages, amenorrhecea, hypoplasias, castration, 
and osteomalacia). No disturbances due to the 
administration of hypophyseal extract were observed. 

Bad results are possible on account of lack of a 

physiologic standard, lack of uniformity in the 

preparation and incorrect dosage and time of ad- 
ministration. The action of the extract during the 
first stage of labor is uncertain, but on the whole 
not dangerous. Increased uterine contractions, 
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which may lead to tetany, are indicated only if part 
of the child is fixed in the lower uterine segment 
We must be warned against employing pituitrin 
as a means of hastening labor for convenience’ sake. 
In incomplete abortions pituitrin is not indicated. 
Hofstatter denies the view of Patek that it pos- 
sesses a specific action on the cervix. The induc- 
tion of labor or premature labor by means of pitui- 
trin is only occasionally successful. There is no 
danger of increased hemorrhage after delivery due 
to its use; on the contrary a tonic effect may be 
observed even after delivery. Increased _intra- 
uterine asphyxia of the child is occasionally observed 
but only rarely. In all cases of complete or partial 
failure of compensation and in marked arterio- 
sclerosis or nervousness, pituitrin, like all substances 
which increase blood pressure, must be employed 
with caution. BIENENFELD. 


Mayer, A.: Dangers Incident to the Use of the 
Momburg Tube (Uber Gefahren des Momburgschen 
Schlauches). Gyndk. Rundschau, 1913, vii, 391. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The application of the Momburg tube may cause 
injury. (1) The thin walled vena cava may be 
compressed much sooner and more completely 

than the rigid aorta, especially in sclerosis. As a 

result thereof, the patient may bleed to death into 

the vessels of the lower half of the body. This 
has been proven at autopsy. (2) It is difficult 
to include the ovarian artery and compress it. The 
aorta would have to be compressed above the renal 
to include it. This would shut off the renal vessels 
and (3) cause injury to the kidneys, especially in 
nephroptosis. Experiments conducted on rabbits 
have shown that exclusion of the renal vessels from 
the circulation causes anatomical kidney changes 
consisting in circulatory disturbances and degenera- 
tive processes. Autopsy in a fatal case of placenta 
previa showed a definite hematoma of the kidney. 

Therefore a descended kidney would have to be 

replaced before applying the tube. Compression 

of the ureter also injures the kidney function, a 

complete anuria developing. Healthy kidneys may 

recover after temporary compression of the ureter, 

but diseases of the kidneys will be aggravated. (4) 

Cardiac injury may result following the severe 

interference with the circulation incident to the 

sudden exclusion of the circulation of the lower 
half of the body. This was observed in experiments 
on rabbits and on the human being. (5) The 
intestines may also be injured. In one case an 
extreme meteorism developed. The tube should not 
be used unless there are absolute indications for it. 
HERzOG. 

Niklas, F.: Placental Hormones and the Use of 
Placental Extracts as Lactagogues (Zur [rage 
der Placentarhormone und der Verwendung von Pla- 
centarsubstanzen als Lactagoga). Monatschr. f. Ge- 
burtsh. u. Gyna@k., 1913, XXxviii, 60. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 
The secretion of the breasts is not caused by 
mechanical and nervous stimuli, but only by chem- 














ical stimulation. The nutritive theory also must be 
rejected, because the nutritive substances produced 
during pregnancy can maintain a secretion only for 
alimited time. The theory of the action of hormones 
is more probable. These hormones may be derived 
from (1) the ovary, (2) the ovum (foetus and pla- 
centa), or (3) the mammary glands themselves. 
The author demonstrated by his investigations 
that the ovum must be considered as the chief 
source of the hormone. He produced a secretion of 
milk, lasting only a short time following hyperplasia 
of the mammary glands in virgin as well as maternal 
animals, by the intravenous injection of a placental 
extract. 

A flooding of the maternal blood with hormones 
probably occurs physiologically as a result of labor 
pains, which, after a certain incubation period, is 
followed by increased activity of the breasts. 
Nothing is known of the nature of these hormones, 
but they are apparently albuminoid substances 
formed in the placenta. ‘The question as to whether 
an insufficiently secreting breast could not be stimu- 
lated to increased activity by these substances is 
indefinitely answered. Experiments were made with 
wet-nurses by the internal administration of tablets 
of placental secretion. This caused an increase in the 
flow of milk, but only to a slight degree. The sub- 
cutaneous injection of placental extract proved to be 
very painful, and is therefore out of the question. 
“xperiment in the line of intravenous administration 
remains to be undertaken. HERzoOG. 


La Torre: Is There a Certain Type of Uterine 
Musculature from an Obstetrical Point of 
View (Gibt es vom geburtshilflichen Standpunkt 
einen bestimmten Typus der Uterusmuskulatur)? Tr. 
Internat. Cong. Med., Lond., 1913, Aug. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


“xamination of the puerperal uterus does not give 
a satisfactory answer to the above question since it 
shows an abnormally hypertrophied condition of the 
organ and only microscopic examination of the non- 
functioning uterus could settle it. Torre made such 
a microscopic study of the uterus of the children and 
animals and came to the conclusion that all the 
muscle bundles are interwoven and met — as Helie 
asserts — divided into three separate layers. The 
infantile uterus is very similar to that of animals 
(dogs and rabbits). His statements are demon- 
strated by microphotographs. 


Kiister, H.: Intra-Uterine Amputation of the 
Femur with Occlusion of the Urethra and 
Rectum (Intrauterine Amputation des Ober- 
schenkels mit Verschluss von Harnréhre und Mast- 
darm). Ztschr. f. Geburtsh. u. Gyndk., 1913, xxiii, 554. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The author describes a foetus which was delivered 
spontaneously by a healthy primipara at full term 
and died a few hours after birth. The entire left 
lower extremity was absent. A bright red, irregu- 


larly outlined, granulating area was found in its 
place. 


The left half of the external genitalia, the 
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external opening of the urethra, and the anus were 
absent. The abdomen was enormously distended. 
A sausage-shaped, hard mass crossed the middle of 
the granulating area parallel to the longitudinal 
axis of the body; it was the occluded and dilated 
rectum. The granulations extended externally over 
the muscles of the pelvis and the lower abdomen. 
On post-mortem examination the urinary bladder 
was found very much distended, reaching up to the 
border of the liver, which was abnormally high. The 
urethra was 1 cm. long, not dilated, and terminated 
in a blind pouch beneath the skin. The rectum and 
sigmoid were enormously distended with fiatus and 
meconium. A rupture threatened to take place 
between the rectum and sigmoid Jexure. The other 
abdominal organs were normal, also the internal 
female genital organs. 

The probable cause was an amniotic band. The 
latter was formed between the legs in the genital 
cleft. The time of amputation was between the end 
of the third month and the end of the fifth or sixth 
month. The placenta had been examined super- 
ficially and thrown away by the midwife. The 
amputated leg may have been lost with the blood. 
The defective epidermization of the granulating sur 
face was due to an adhesion of the wound with the 
amniotic sac. The adhesions broke during labor, 
which fact was verified microscopically. Hrrzoc. 


Schréder, H.: The Late Results of Obstetric 
Procedure (Die Spiiterfolge geburtshilflichen Han- 
delns). Monatschr. f. d. ges. Geburtsh. u. Gyndk., 1913, 
XXXVI, L2Q. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 
Schréder investigated the material at the Bonner 

Gynecologic Clinic from 1893 to 1905 in regard to 
the fate of the children delivered by cesarean sec- 
tion or premature labor for contracted pelvis. The 
investigations extend to 114 years after birth. He 
showed that of the children delivered by premature 
labor, the maternal mortality was 2.54 per cent, and 
the foetal mortality 43.69 per cent before leaving the 
clinic. Over one-half of the children, or up to 60.5 
per cent, died within 114 years. The figures are a 
little better for cesarean section. The maternal 
mortality here was 6.57 per cent and the feetal 
mortality incident to delivery was 12.5 per cent; the 
number of children who died within 114 years 
amounted to 42.5 per cent. The principal cause of 
this sad condition of affairs, according to the author, 
is poverty of the parents and the lack of breast 
feeding. Remedy for this condition would have to 
be applied in that direction if success is to be 
attained. The statistical investigation also showed 
that the fate of illegitimate children is about the 
same as that of children born in wedlock. The 
author believes, in view of these bad results, that 
in cases of contracted pelvis the life of the mother 
ought to be considered first. Craniotomy should be 
performed on the living child rather than subject 
the mother to a serious obstetrical operation, which, 
in many cases, will decrease her working capacity 
and at best is doubtful in its results. WIEMER. 








KIDNEY AND URETER 


Pilcher, P. M.: Exactness in Diagnosis and Con- 
servation in Treatment of Renal Calculus. 
Ann. Surg., Phila., 1913, lviii, 616. 

By Surg., Gynec. & Obst. 

The author believes that the ureter opening, as a 
rule, shows enough changes to determine which 
kidney is affected. If a calculus is so small as not 
to be indicated by repeated X-ray examinations it 
is probably small enough to pass without surgical 
interference. The radiograph helps materially in 
determining the type of operation. If the urine is 
loaded with calcium oxalate crystals, and the X-ray 
shows a stone below the free border of the ribs, a 
lumbar incision is indicated. If the radiograph 
shows a triangular stone, with the apex pointing in- 
ward or downward, and there is an excess of phos- 
phates in the urine, such a stone is phosphatic, and 
operation is indicated. 

The author says that there are more renal calculi 
passed into the bladder and through the urethra 
than ever remain imprisoned in the kidney. Pyelo- 
lithotomy is indicated when the stone is within the 
pelvis of the kidney or the first portion of the 
ureter or in the lower calices of the kidney, provided 
the pelvis is dilated. Nephrotomy is indicated it 
the kidney is worth saving and suppurative pyelo- 
nephritis is not present. Urinary fistula does not 
follow operation provided the ureter is unobstructed. 

B. S. BARRINGER. 


Lejars and Rubens-Duval: Congenital, Non- 
Pathological Prolapsed Kidney (Contribution a 
létude des reins ectopiques congénitaux non-patho- 
logiques). Rev. de chir., 1913, xlviii, 544. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The authors have had two cases of congenital 
ectopic kidney, and in connection with the descrip- 
tion of them call attention to the errors of diagnosis 
to which they may give rise and to the histological 
lesions and signs of degeneration found in them. 

A woman of 32 was sent to the hospital for pain 
in the right side of the abdomen and vomiting. 
These crises recurred twice in three months and a 
diagnosis was made of appendicitis and then of cyst 
of the ovary or of fibroma with a twisted pedicle. 
On operation a prolapsed kidney as large as a fist was 
found and removed, followed by recovery. 

A woman of 39 had suffered for a year with 
attacks of pain in the left side of the abdomen, 
accompanied several times by intestinal occlusion. 
Operation was performed with a probable diagnosis 
of tumor of the colon. An ectopic kidney was found 
and removed and the patient recovered. 

The first kidney was ovoid in form and had small 
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yellow spots scattered over it; these yellow spots 
corresponded to masses of clear cells located in the 
interstitial connective tissue of the kidney, at places 
where it had become sclerotic. There were bands 
of sclerosis radiating from the medullary substance 
to the capsule. Glomeruli and urinary tubules both 
shared in this process of fibrous transformation. The 
clear cells, scattered through this thickened connec- 
tive tissue, were round or polyhedral in form, made 
up of a finely vascular or areolar protoplasm. The 
nuclei were round in the small cells; smaller, angular, 
or star-shaped in the larger ones. These cells re- 
sembled inclusions of suprarenal tissue. 

However, their location exclusively in the zones of 
sclerosis and their substitution for the cells of the 
renal tubules would lead one to consider them 
modified kidney cells; they were not cells undergoing 
degeneration; they were multiplying and were filled 
with products of cellular activity. The authors 
think that these cells were becoming adapted to a 
new function; interfered with in their function of 
external secretion, they were functioning as cells 
with an internal secretion. Carrying this hypothesis 
further they conclude that the new-growth of clear 
cells, considered a hypernephroma, is often only a 
malignant degeneration of the internal secretory 
element of the kidney. 

In the second kidney there was a very marked 
dilatation of the entire system of urinary tubules, a 
slight beginning sclerosis, and a development of 
clear interstitial cells, which was as yet only slightly 
advanced. They have collected from the literature 
a number of cases of errors of diagnosis which ectopic 
kidneys have given rise to: tumors of the adnexa, 
cyst, of the ovary, salpingitis, fibrosis, hamatome- 
tria, which have been found on operation to be 
ectopic kidneys. When genital anomalies are pres- 
ent the character of the tumor should awaken a 
suspicion of ectopic kidney. 

Nephrectomy is the preferable operation. How- 
ever, operation often has to be performed at once and 
nephrectomy without a preceding functional exami- 
nation of the kidney is dangerous. It would be better 
to delay nephrectomy until the functional capacity 
of the other kidney is determined. J. Oxrnczye. 


Rupert, R. R.: Irregular Kidney Vessels Found in 
50 Cadavers. Surg., Gynec. & Obst., 1913, xvii, 580. 

By Surg., Gynec. & Obst. 

In the original article Rupert makes this state- 
ment: ‘“‘With few exceptions, text-books evade 
references to anomalies of vascularization of any 
gland. The literature is somewhat meager, as the 
author of each article reports cases ‘in which unex- 
pected anomalies of the arteries usually were 

















found incident to renal operations,’ and statistics 
are based upon surgical cases where only the blood 
supply of one kidney is seen. Of 50 cadavers, 35 
cadavers (70 per cent) showed either a uni- or a 
bilateral anomaly of the artery or the vein on both. 

“From a surgical standpoint, with two like organs 
in the body,” the author believes that ‘‘statistics 
should be based upon the number of cadavers or 
patients in which such anomalies are found and not 
upon the number of organs,’’ because both organs 
(kidneys) are never removed. 

The author found: 

13 cadavers with anomaly on left side. 

11 cadavers with anomaly on right side. 

ro cadavers with anomaly on both sides. 

Only one cadaver had anomalous veins, having 
two on the right, both leaving the hilum of the 
kidney. 

The author’s conclusions are that: (1) Anomalous 
renal vessels are more frequent than generally 
supposed, especially in the arteries; and (2) 
veins are as important as arteries, for, on account of 
the thinness of their walls and absence of pulsation, 
they are difficult to differentiate from an adhesion 
unless within the field of vision. 


Krotoszyner: Value of Pyelography for the 
Diagnosis of Hydronephrosis. Calif. S/.J.Med., 
1913, Xi, 435- By Surg., Gynec. & Obst. 

The author shows the value and use of pyelog- 
raphy in three cases of hydronephrosis. 

In the first case, a tentative diagnosis of left- 
sided nephritis was made and, from the compara- 
tively slight deterioration of renal function, a 
nephrectomy seemed to be contra-indicated. Pye- 
lography made the correct diagnosis; and nephrec- 
tomy, as treatment, was the proper procedure. In 
the second, a diagnosis of left-sided pyonephrosis, 
a sequel to a probably congenital hydronephrosis, 
could have been fairly established by other urologi- 
cal methods, yet pyelography indicated the exten- 
sion of the destructive process, clearly pointing to 
the necessity of a nephrectomy and not a prelimi- 
nary nephrotomy. In the third case, pyelography 
demonstrated a normal renal pelvis and calices, ex- 
cept a slight dilatation of the lowest one, and with 
these pyelographic findings operative interference 
was not advised; in a short time, although two skia- 
grams proved negative, a small calculus was passed. 

Krotoszyner’s work was not satisfactory until he 
began using shadow-casting solutions of compara- 
tively high concentration, as a 25 per cent solution of 
cargentos. He uses the moderate Trendelenburg 
position to permit the solution to gravitate into all 
renal cavities, resting, and the taking of a radiograph 
while the injection is continued under gentle pressure. 
As a rule, he uses 8 to 15 ccm., although one ounce 
has been used in some cases. 

The following are his conclusions: (1) The diag- 
nosis of hydronephrosis is materially aided and, in 
some instances, is only feasible by pyelography. 
(2) It offers a valuable guide to the method of treat- 
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ment or operative procedure to be followed in a 
given case. (3) This method should be applied by 
a skilled operator and only on the basis of strict 
indications. Louts Gross. 


Bernstein, H. S.: The Incidence of Renal Involve- 
ment in Pulmonary Tuberculosis. Albany M. 
Ann., 1913, Xxxiv, 665. By Surg., Gynec. & Obst. 


In order to prove a tubercle bacilluria without 
apparent tubercular involvement of the kidneys, a 
series of one hundred patients were selected in which 
the tubercle bacillus had been isolated in the sputum. 
A morning specimen of urine was obtained and al- 
lowed to stand for two hours, the upper layers being 
then decanted into a beaker, while the lower layers 
were centrifuged. The centrifugalized sediments 
were examined for tubercle bacilli and then injected 
into guinea pigs — two pigs for each patient. One 
guinea pig was killed and examined at the end of 
four weeks, while the second was examined at eight 
weeks. 

Of this series, ten were positive for tuberculosis. 
the far advanced cases of pulmonary tuberculosis 
providing the larger number. Six specimens of 
urine did not show albumin or casts, two of which, 
however, did show some pus-cells; four showed 
albumin, one containing a marked number of pus- 
cells. Three cases were cystoscoped and in each 
case the ureteral urines were positive for tubercle 
bacilli in one or both kidneys. The post-mortem 
records of the Bender Hygienic Laboratory show 
three hundred and twenty-one cases of pulmonary 
tuberculosis with ten tubercular kidneys, or 3.4 per 
cent. 

In conclusion, therefore, to per cent of the cases 
examined gave positive guinea pig results. Urinary 
symptoms were absent; subsequent inoculation in 
five cases gave the same findings; six of the urines 
were negative for albumin; three sediments con- 
tained pus. Cystoscopy corroborated the findings 
of tubercle bacilli in three cases in urine directly from 
the kidney. Post-mortem records showed 3.4 per 
cent of kidney involvement in pulmonary tubercu- 
losis. C. D. PIcKRELL. 


Moskaleff, M. N.: Etiology of Pyelonephritis 
(Zur Lehre der Pyelonephritisiitiologie). KK ijew. 
Univ. Iswestija., 1913, lili, 1. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


In order to determine the causative organisms in 
pyelonephritis, the author examined 29 cases bacteri- 
ologically, and isolated 16 different species of 
bacteria, among which bacterium coli communis, 
proteus, staphylococcus aureus and albus, and 
streptococcus were shown to be pathological by 
animal experiments. The one most frequently 
demonstrated was the colon bacillus, which agrees 
with the findings of other authors. Sixty-five 
rabbits and guinea pigs were infected with the 
bacteria from cases of pyelonephritis and in 42 of the 
cases the kidneys were examined histologically. The 
conclusions are: 
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1. There is no specific microbe for pyelonephritis. 
It is caused by the ordinary pus-producing organisms 
which find particularly favorable soil for develop- 
ment in the local conditions of the organ affected. 

2. There are four modes of infection for the kid- 
ney: by direct injury, hematogenous, lymphogenous, 
and infection ascending from the bladder. 

In 11 experiments, the results in 6 justify the 
conclusion that a single injection of pus-produc- 
ing organisms into the ureter as far as the kidney 
pelvis does not produce pyelonephritis. In 8 
experiments, 6 were positive and led to the con- 
clusion that the insertion of pus-producing organ- 
isms into the ureter and closing it causes pyelone- 
phritis of the affected side. In 33 experiments in 
which pus-producing organisms were injected into 
the bladder: in 9 cases there was one injection with 
continuous closure of the urethra, in 8 cases one 
injection with temporary closure of the urethra, in 
5 cases one injection with the flow of urine not inter- 
fered with, in 11 cases repeated injections with 
temporary closure of the urethra each time. 

These experiments showed that the longer the 
flow of urine was interfered with, the earlier and 
more extensive were the changes in the kidney paren- 
chyma. But the three series of experiments show 
that there is no ascending pyelonephritis in the 
true sense of the word. By inflammatory processes 
in the ureter or bladder wall they are rendered easily 
penetrable by the bacteria which enter the lymph 
spaces and from them the lymphatic system. 

Stasis in the lymphatics may cause a retrograde 
transference to the lymph-spaces of the kidneys or, 
as is more probable, they may be carried through the 
thoracic duct into the blood stream and enter the 
kidney through the blood. Yet from the primary 
inflammatory focus in the bladder or ureter small 
thrombi may cause direct metastases in the kidney 
without the intervention of the lymphatic system. 
Among the conditions which favor kidney infection 
the author tested the effect of trauma. By means of 
an apparatus arranged by the author, the animals 
were given uniform blows over the left kidney 
through the abdominal wall. After this the infec- 
tious material was applied. Fifteen times it was 
given intravenously: both kidneys were equally 
affected, the trauma apparently making no differ- 
ence; 11 times it was given through the injured 
skin: here the kidney affection seemed to select the 
injured side; 26 times it was given subcutaneously 
and the injured kidney was the seat of the resulting 
inflammation. He tested the influence of ligation of 
the ureter in two ways; in 14 cases the animal was 
infected intravenously, in 10 cases, subcutaneously, 
and the kidney with the ligated ureter proved to be 
more susceptible to infection. STROMBERG. 


Kretschmer, H. L.: Pyelitis Follicularis. 
Gynec. & Obst., 1913, Xvii, 612. 

By Surg., Gynec. & Obst. 

The author tells of a rare form of pyelitis, the 

pathological condition of which has also been re- 


Surg., 
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ported under the name of pyelitis granulosa. His 
report is based on one case and a review of the 
literature on the subject, of which the author is 
able to collect only seven clinical cases, which, with 
his reported case, makes a total of eight cases re- 
ported to date. 

The patient had been treated for malaria for a 
long time. Cystoscopical examination revealed a 
pus infection in the left kidney, and a nephrectomy 
was carried out. The kidney removed at operation 
showed two unusually interesting conditions as 
follows: (1) An arrested development of the kidney, 
the entire kidney weighing only 15 grams. (2) The 
kidney pelvis showed a granular condition due to the 
presence of small nodules beneath the mucous mem- 
brane. The nodules were excised, and careful 
histological examination proved them to be true 
lymph-follicles, as they showed the presence of 
germinal centers. 

The article considers the associated conditions 
found in these eight cases and the pathogenesis also. 
The views of pathologists are given in detail, as 
well as the views of Taddei, Solieri, Zanellini, 
Loewenhardt, Paschkis, and Von Frisch. In the 
three cases reported by Von Frisch and in the cases 
of Taddei, Solieri, and Zanellini, hematuria was a 
prominent symptom. In the author’s case the 
hematuria was absent. In one of Von Frisch’s cases 
and in the author’s case the presence of a colon 
bacillus infection was demonstrated. 


Stevens: Partial Bilateral Nephrectomy in a Case 
of Calculous Pyonephrosis. Calif. St. J. Med., 
1913, Xi, 447. By Surg., Gynec. & Obst. 

The author details minutely the history of this 
unique case, to prove to what extent renal tissue 
may be removed and how little of the parenchyma 
is required for satisfactory function. 

The patient was a barber, 19 years old, who had 
complained for six months of pain in the left hypo- 
chondrium; the urine was cloudy; there were pus- 
cells and blood-cells, but no subjective urinary 
symptoms. Cystoscopy warranted a diagnosis of 
chronic cystitis; ureteral catheterization showed 
cloudy urine from both ureters, more marked on the 
right side; microscopically, the right urine contained 
a larger amount of albumin than the left, a few 
blood-cells and degenerated round epithelial cells 
on both sides; bacteriologically, the colon bacilli; 
functional tests demonstrated decrease, especially 
on the right side; radiography showed eight typical 
stone shadows on the right side and six on the 
left; blood cryoscopy 0.556. 

As the right kidney appeared to be in a worse con- 
dition it was attacked first, and, on exposure, both 
poles were found to be mere shells with a small 
amount of healthy tissue in the center. The dis- 
eased portion was removed with the major portion 
of the enormously dilated pelvis. Two months 
later the left side was resected in the same manner. 
The patient now urinates at regular intervals. The 
urine is almost clear but contains a small amount o! 

















pus, visible microscopically. The kidney pelves 
were washed with a light silver solution at intervals 
of 10 to 14 days with good results. The author 
failed to find any report in the literature of bilateral 
resections. Louis Gross. 


Krotoszyner, M.: Untoward Results of Nephro- 
lithotomy. J. Am. M. Ass., 1913, lxi, 1688. 
By Surg., Gynec. & Obst. 

The author of this paper states that the mortality 
of nephrolithotomy, according to collected statistics 
from the clinical centers of the world, is less than 4 
per cent in aseptic and moderately infected stone 
kidneys. According to Hahn and Cunningham, the 
mortality of 222 cases, 135 of which were aseptic 
and 87 infected, was 2.2 and 18.3 per cent, respective- 
ly. As to hemorrhage after nephrolithotomy, the 
author quotes one case from Israel’s clinic of acute 
hemorrhage setting in within twenty-four hours. 
Much more frequent, however, is late hemorrhage, 
which occurs several days or even weeks after the 
operation, occasionally preceded by moderate or 
insignificant bleeding into the bladder or the wound. 

Another complication of less frequency is perire- 
nal infection and septic nephritis. In regard to 
fistula as a complication, he says: ‘‘ While closure of 
the post-operative fistula may follow expectant or 
conservative local treatment, secondary nephrec- 
tomy is nevertheless, in many instances, the only 
effective means of relieving the patient from his 
distressing condition. It should be performed 
without too long delay.” 

He commends the practice of pyelotomy and 
primary nephrectomy in preference to nephrolith- 
otomy. The obvious advantages over the latter 
operation are preservation of the kidney operated 
on, good view of the renal calices and pelvis, and com- 
paratively small functional impairment. While 
pyelotomy is only applicable in the comparatively 
small group of aseptic and moderately infected 
cases, primary nephrectomy ought to gain more and 
more ground as a curative method of advanced 
pyonephrotic stone kidneys, in which the other 
organ is found to be functionally and anatomically 
intact. At Israel’s clinic the operative mortality 
for nephrotomy in infected cases was double as 
large as that of primary nephrectomy, 22 per cent 
against 11 per cent. I. S. Kou. 


Caulk, J. R.: Ureterovesical Cysts; an Operative 
Procedure for Their Relief. J. Am. M. Ass., 
1913, Ixi, 1685. By Surg., Gynec. & Obst. 

Before the advent of the cystoscope the subject of 
ureterovesical cysts, cystic dilations of the lower 
ureter, or intravesical ballooning was one that was 
little known. Until 1898 Englisch was able to col- 

lect but sixteen authentic cases and Adrian, in 1905, 

reported fifty-two cases collected from the literature 

of this subject. These observations were mostly 
necropsy findings or accidental discoveries during 
the caurse of vesical operations. Of the fifty-two 
cases which Adrian collected, only twelve were 


GENITO-URINARY SURGERY 






301 


diagnosed correctly during life. Since the advent 
of the cystoscope, and more thorough training in the 
interpretation of cystoscopic pictures, this condi- 
tion is becoming more generally recognized. The 
literature seems to show that these dilations are 
more frequent in females than in males. Englisch 
in his series reports ten cases in females and six in 
males. Cases have been observed in patients rang- 
ing from six weeks to sixty-two years of age. All 
authors are agreed that the cyst wall is composed of 
two mucous layers, that of the bladder and that of 
the ureter. A controversy has arisen concerning 
the intervening structure. The majority of au- 
thorities have found only fibrous tissue between the 
two mucous surfaces; a few, however, have noticed 
muscle tissue. Stones have also been reported 
within the cyst (Freyer). 

The operations reported in the literature have 
been of two kinds, the suprapubic and the endo- 
vesical. 

The suprapubic operations which have been de- 
scribed have been: (1) splitting the cyst and suturing 
lengthwise the two mucous surfaces, as in Adrian’s 
case; (2) the resection of cysts with a circular su- 
ture of the two mucous surfaces; (3) the hernia 
operation described by Young and utilized in his 
case of a ureterovesical cyst within a diverticulum. 

The endovesical operations have consisted in the 
splitting of the cyst at its ureteral orifice by means of 
a knife or scissors. Cases of this kind have been 
reported by Kelly, Pawlik, Albarran, Barringer, and 
others. Results in some of these cases have been 
satisfactory. The objection to this procedure has 
been that recontraction of the orifice has been fre- 
quent and rapid. Pawlik and Kelly mention this 
in their report and advise repeated dilatations 
similar to those utilized in cases of urethral stricture. 
Dilatation was done 112 times in Pawlik’s case to 
prevent contraction. 

A summary of the features of interest of six cases 
treated by the author is as follows: The ages ranged 
from 26 to 46 years. Five of the patients were 
women and one wasa man. Five of the cysts were 
located on the right side, one on the left side. One 
was associated with double ureter and seemed to 
be the only case which could be definitely classified 
as of congenital origin; the other five cases presented 
evidences sufficiently clear to allow them to be 
tabulated as acquired abnormalities. Of these 
five cases, one was secondary to a ureterovesical 
anastomosis; one resulted from intlammatory 
changes around the ureteral orifice secondary to 
tuberculosis; one appeared in the course of a long- 
standing calculous pyonephrosis; one presented the 
history of the passage of two stones from the kidney; 
and the last, the most recent case, was secondary to 
a healed ulcer around the orifice, due to a colon 
cystitis. It seems convincing, therefore, that not 
all ureterovesical cysts are congenital, as some au- 
thors state; on the contrary, they seem more fre- 
quently to be acquired. 

The endovesical operations which have been 
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employed have consisted merely in slitting the 
orifice of the ureter; but all the observers who have 
utilized this method have reported rapid reforma- 
tion of the stricture at the orifice, as occurred in 
case one, with the first operation. Several writers 
state that this slitting operation is a difficult pro- 
cedure. The author says, however, that even the 
resection of the cyst under the guidance of the 
cystoscope was executed simply and offered no par- 
ticular obstacles. In the male the removal could 
be done by means of a rongeur cystoscope. 

The author is of the opinion that the endovesical 
slitting operation offers no permanent benefit. In 
two of his cases the patients have undergone 
nephrectomy, one for tuberculosis of the kidney, the 
other for a calculous pyonephrosis. The uretero- 
vesical cyst had entirely disappeared following the 
nephrectomy for tuberculosis. The operation which 
was employed in cases one and two, the total resec- 
tion of the cyst under the guidance of the cysto- 
scope, is a method which seems to offer very satis- 
factory results. One of the patients remained well 
for a year without evidences of obstruction. The 
other patient has remained perfectly well for two 
years and has a patent orifice through which a 
No. 7 ureteral catheter passes easily. 

The suprapubic operations, whether slitting the 
orifice longitudinally with suture of the two mucous 
surfaces, or the circular amputation of the cyst with 
suture of the two surfaces, or the hernia operation 
employed by Young in his case, are more extensive 
and more radical procedures and possibly offer 
better curative results. The author is of the opin- 
ion, however, that the chances of recontraction are 
about as great with these methods as in the proce- 
dure which was employed in his two cases of total 
resection with denudation of a large area around the 
ureteral orifice. The results in these cases seem to 
show, at least, that the procedure may offer relief 
for two years or more, and the author believes that 
since the operation is a minor one, done without 
general anesthesia, and is simple in technique and 
devoid of danger, it should be the operation of choice 
in many cases. He considers the suprapubic method 
too radical as the initial operation in most cases, 
particularly in women. H. A. Moore. 


Eisendrath, D. N.: The Repair of Defects of the 
Ureter. J. Am. M. Ass., 1913, Ixi, 1694. 

By Surg., Gynec. & Obst. 

The author sums up the various methods that 
have been previously used for the anastomosis of 
severed ends of the ureter, particularly lauding the 
method of Van Hook, by which it is possible to unite 
a gap of 3.2 inches. The structures which have 
previously been employed for filling in the portion 
of the tube that has been destroyed are segments 
of an artery, vein, segment of the horn of a dog’s 
uterus (fallopian tube), and segments of bowel or 
vermiform appendix. The use of these structures 
in most instances has not given satisfactory results, 
probably owing to the fact that the necrosis of the 
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interposed tissue is due to the irritation produced 
by the urine. The author in his experimental 
work has used a piece of the urinary bladder taken 
from the fundus of the viscus. 

His conclusions are based upon twelve experi- 
ments. He removed one inch of the ureter and 
interposed the piece of bladder, the technique of 
which he describes in detail. 

He divides the results obtained into three groups: 

1. In several of the dogs the proximal portion of 
the ureter became adherent to the abdominal in- 
cision, and a urinary fistula was established. 

2. In six dogs the transplanted segment of the 
bladder became necrotic, because union had occurred 
between the ends of the ureter and the transplant, 
with subsequent leakage of urine. 

3. The third group includes those cases in which 
the grafts survived, at least temporarily, but when 
the dogs were examined from four to six weeks after 
operation it was found that the transplanted bladder 
segment had contracted and had become converted 
into a mass of cicatricial tissue. 

The results, therefore, are practically the same 
as those of other investigators who have employed 
segments of blood-vessels, bowel, appendix, and 
uterine horn. I. S. Kot. 


Beck, C.: The Implantation of the Ureters into 
the Large Bowel. J. Am. M. Ass., 1913, lxi, 1691. 
By Surg., Gynec. & Obst. 


Beck gives as the chief indications for transplan- 
tation of the ureters into the bowel: (1) Injury of the 
ureter of such a nature that it can neither be sutured 
again nor implanted into the bladder; (2) fistula of 
the ureter; (3) total cystectomy; (4) ectopy of the 
bladder. 

This operation has not gained an enthusiastic fol- 
lowing because of many drawbacks, chiefly, ascend- 
ing infection of the kidneys and the difficulty of con- 
trol of urination. The methods of implantation 
that have been used are mainly four: 

1. Taking along a part of the bladder with the 
ureter for transplantation. 

2. The direct union of the wall of the ureter to 
the wall of the bowel. This method may be fol- 
lowed by peritonitis, due to pulling out of the su- 
tures. 

3. Boari’s method, where a small button, on the 
principle of the Murphy button, is used. 

4. Oblique implantation of the ureter into the 
bowel by a procedure similar to the operation de- 
scribed by Witzel for oblique gastrostomy. This 
is the method the author has modified and used in 
the two cases described. The modification consists 
essentially in implanting the ureter so that it 
dangles with its free portion in the bowel, the open- 
ing of the ureter being made wide by slitting it open 
one-quarter of an inch. He hopes thereby to pre- 
vent infection of the kidney, and further, that the 
lumen will not be included in the cicatrix of the 
bowel and will remain patulous. 

The first of the two cases reported was a male. 
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aged 27, with tuberculosis of the bladder, and upon 
whom suprapubic drainage had been done several 
months previously to relieve hematuria and stran- 
guary. The right ureter was implanted into the 
cecum, and the left ureter into the sigmoid. The 
patient improved for some time, but died eighteen 
months after operation with tubercular involve- 
ment of the lungs and of both kidneys. The right 
ureter was found dangling free in the lumen of the 
bowel. The left ureter was much distended, its 
orifice into the bowel being obliterated. The right 
kidney was partly normal; in other parts it showed 
acute and chronic inflammation. The left kidney 
was almost entirely transformed into necrotic tissue. 
Microscopically, both kidneys showed amyloid 
degeneration, a bad infiltration of the interstitial 
tissues with quantities of bacteria and cocci. The 
bowel below the place of implantation showed a 
transformation of the epithelium into pavement 
epithelium, much broken up on the surface. 

The second patient was a male, aged 60. The 
operation, which was done only a few months before 
he reported, was for an intractable suppuration and 
fistula of the bladder following suprapubic operation 
for stone, low down on the ureter. This operation 
differed from the one formerly described in that the 
right ureter was implanted into the appendix — 
an end-to-end anastomosis. Although symptomati- 
cally improved, the author believes that in time this 
patient, too, will develop pyelitis. 

Beck concludes that in tuberculosis of the blad- 
der a permanent implantation into the bowel is only 
palliative, but the method described promises a 
longer period of freedom from pyelitis than does any 
other. In more favorable cases, a reimplantation 
into the bladder may be considered after the viscus 
has recovered. A. NELKEN. 


BLADDER, URETHRA, AND PENIS 


Young, H. H.: The Present Status of the Diag- 
nosis and Treatment of Vesical Tumors. J. 
Am. M. Ass., 1913, lxi, 1857. 

By Surg., Gynec. & Obst. 


This study of 117 cases of vesical tumors empha- 
sizes the fact that benign papillomas of the bladder 
are relatively infrequent, 17 per cent in this series, 
and that unless the benign cases are cured at opera- 
tion, they almost always become malignant, finally. 
The benign cases can be very satisfactoriiy treated 
with the high frequency current. 

The malignant cases demand radical resection and 
cauterization, which indicates the importance of an 
early and correct diagnosis. This is best made by 
microscopical examination of a piece of the tumor 
removed by means of Young’s cystoscopic rongeur. 

A tumor may be benign on the surface but malig- 
nant at the base, so that it is important to get a deep 
piece for examination. Young groups and sum- 
marizes the cases according to the operative treat- 
ments employed as follows: 

1. Suprapubic excisions, forty-seven cases. 
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2. Fulguration, nineteen cases. 

3. Suprapubic drainage, twenty-two cases. 

4. Suprapubic partial excision with destruction 
of the base by cautery or fulguration, five cases. 

5. No treatment, twenty-eight cases. 

“Excision, as usually carried out, 1s utterly in- 
adequate and is followed by prompt recurrence in 
both benign and malignant cases. The cautery is 
an extremely valuable agent, in conjunction with 
suprapubic or interperitoneal operations, and when 
it has been thoroughly applied, even in apparently 
hopeless cases, some brilliant cures have been ob- 
tained. 

“Carcinoma of the bladder, except in very extensive 
cases, is best treated by suprapubic resection of the 
bladder, leaving a wide area of healthy wall around 
the tumor; the cautery to be used if possible; ureter 
transplanted if necessary; and the peritoneum ex- 
cised when the tumor involves that portion of the 
bladder. Intraperitoneal operations are rarely 
necessary, except in tumors of the vertex and poste- 
rior wall, as an excellent view of the bladder can be 
obtained by an extensive median incision; wide 
separation of the recti muscles; upward displace- 
ment of the peritoneum; a long incision into the 
bladder; and good retraction. The use of 50 per 
cent resorcin, or alcohol, to kill any tumor particles 
which may have dropped into the bladder also seems 
desirable, but a better plan is to thoroughly cauter- 
ize the tumor before beginning the resection of the 
bladder.” FRANK HryMAn, 


Ashcraft, L. T.: The Value of the D’Arsonval 
Current in the Treatment of Benign and - 
Malignant Tumors of the Urinary Bladder 
Through the Operating Cystoscope. Surg., 
Gynec. & Obst., 1913, xvii, 636. 

By Surg., Gynec. & Obst. 


The author’s experience with the Oudin and 
D’Arsonval currents demonstrates the superiority 
of the D’Arsonval current in the treatment of both 
benign and malignant tumors of the urinary bladder 
through the operating cystoscope. To compare 
their relative values, he conducted a number of 
experiments with both currents on raw meat, both 
in air and under water. As a result of the tests he 
adopted the D’Arsonval current. 

The technique is as follows: After cystoscopical 
preparation, the patient is insulated from the metal 
table by means of asbestos and a leather cushion. 
A metal plate, five by eight inches, is strapped to the 
body by linen tapes, its position corresponding to 
the location of the tumor. The cord from the plate 
leads to the solenoid and returns through the 
solenoid to the cystoscope. The operator sits in 
front of the patient. The tumor is located with a 
Nitze cystoscope. A Wappler cystoscope is then 
introduced and the insulated copper wire is inserted 
through its tunnel and projected into the center of 
the growth from 1 mm. to 5 mm. according to its 
depth. Each seance consists of at least six applica- 
tions of fifteen seconds each, with a rest of fifteen 
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seconds, and at least two areas being treated. The 
fluid is then withdrawn and any shreds saved for 
microscopical examination, and the bladder washed 
out with a boric acid solution. The treatment is 
repeated in from seven to ten days, depending upon 
the amount of reaction. He advises being on the 
lookout for daughter tumors which may indicate 
involvement of the ureters and kidneys. 

The author draws the following conclusions: 

1. That the D’Arsonval current is superior to the 
Oudin in the treatment of both benign and malig- 
nant tumors. 

2. That the Oudin current stimulates malignant 
growths. 

3. That in border-line cases he demonstrates the 
value of the D’Arsonval current. 


4. That the value of the D’Arsonval current in 


malignant cases remains to be proven. 
5. That the D’Arsonval current does more for 
bladder tumors than surgery. 


André: Electro-Coagulation in Tumors of the 
Bladder (De l’électro-coagulation dans les tumeurs 
de la vessie). Tr. Cong. de l’Ass. franc. d’urol., Par., 
1913, Oct. By Journal de Chirurgie. 


André has used electro-coagulation as a treat- 
ment for papillomatous tumors of the bladder in 7 
cases. The current was about 200 ma. A Loewen- 
stein’s conducting sound was used with a caliber of 
8 Charriére, with an ordinary catheterizing cysto- 
scope, the duration of application at each sitting 
being from 50 seconds to one and one-half minutes, 
with frequent interruptions of the current. The 
point of contact of the conductor was also frequently 
changed so as to cauterize as many points as possible. 

In 4 cases the tumor was solitary, in the other 
three there were two or three. Four cases were re- 
currences of tumors that had previously been operat- 
ed on; three cases had never been operated on. The 
size of the tumors varied from that of a pea to that 
ofanut. In the small and medium-sized tumors one 
treatment was sufficient to destroy the tumor; in the 
larger ones, several treatments were necessary. 

This procedure, which is harmless if used care- 
fully, seems to be very effective and capable of giv- 
ing excellent results. It avoids numerous cutting 
operations, and, moreover, allows the physician to 
watch for and destroy recurrences in the very be- 
ginning; it is not painful and patients accept it very 
readily. It may be repeated several times on the 
same patient, which is another advantage over a 
cutting operation, and it does not keep the patient 
in bed — he can go home after each treatment. 

J. Dumont. 


Pilcher, P. M.: A Consideration of Twenty-Four 
Cases of Tumor of the Bladder; and Conclu- 
sions as to Appropriate Methods of Treat- 
ment. JN. Y. St. J. Med., 1913, xiii, 581. 

By Surg., Gynec. & Obst. 
This paper is based on a series of twenty-four 
cases which have come under the personal care of 
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the author, and he divides them into three groups: 
(1) Inoperable cases; (2) extensive resection of the 
bladder; and (3) cautery operation. 

Two of these cases are unusually interesting and 
might be briefly quoted. In case eight, the patient 
had been operated on twice for papillomata of the 
bladder. After the last operation a large ulcer 
remained which occupied the trigone and would not 
heal. The bladder was opened from above and the 
bipolar high frequency spark applied. The patient’s 
bladder was perfectly normal nine months later. 

In case nine the patient had had papillomata of 
the bladder, removed three years previous. Micro- 
scopical examination showed these growths to be 
adenocarcinomata. Two years later there appeared 
a recurrent growth on the anterior wall of the bladder 
in the scar of the suprapubic wound. This was 
treated with a bipolar spark under general anes- 
thesia and the growth entirely disappeared. ‘‘At 
the present writing, more than three years after the 
original operation, the patient shows signs of further 
trouble in the bladder, but no growth has as yet 
been located.” 

These two cases surely demonstrate the value of 
a high frequency when other methods of treatment 
fail, as in the first mentioned case. The author does 
not favor extensive resection of the bladder, as in his 
own experience it has been followed by recurrence 
in nearly every case, and he has abandoned the intra- 
abdominal operation for less radical measures. 
The present method of treatment necessitates 
destroying the tumor mass by the actual cautery 
and deep penetration of the base with a bipolar 
spark. HerMAN L. KRETSCHMER. 


Judd, E. S.: Non-Papillary Benign Tumors of 
the Bladder. Tr. Western Surg. Ass., St. Louis, 
1913, Dec. By Surg., Gynec. & Obst. 

Judd notes that out of 164 neoplasms of the 
bladder operated on in the Mayo Clinic, two were 
of the non-papillary benign type, springing from 
the muscular layer of the bladder. 

In a review of the literature, he finds 30 similar 
cases previously reported. In most of the reported 
cases, bleeding was the first and most marked 
symptom. Bleeding came apparently from the 
congested mucous membrane of the entire bladder, 
but especially that covering the tumor. These 
muscular tumors extend into the bladder and out- 
ward into the peritoneal cavity. The point of origin 
of the two cases herein reported was close to the 
meatus of the urethra — both were pedunculated 
and both were removed suprapubically. The 
patients made uneventful recoveries and have been 
well six years and one and three-fourths years, re- 
spectively. ; 

Pathologically, the tumors were covered by strati- 
fied mucous membrane similar to the mucosa of the 
bladder; they were composed of smooth muscle- 
fibers and fibrous connective tissue; and their ap- 
pearance throughout was that of uterine myomata. 














Beer, E.: Transperitoneal Resection of a Diver- 
ticulum of the Bladder. Ann. Surg., Phila., 1913, 
lvii, 634. By Surg., Gynec. & Obst. 
The author reports a case in which he resected a 
diverticulum by a modified transperitoneal method. 
Cystoscopy showed two normal ureter orifices from 
one of which purulent urine was obtained, and from 
the other clear urine. A diverticulum could be 
seen and examined by the cystoscope. The residual 
urine was 20 to 26 ounces; the bladder capacity 42 
ounces. The filled bladder extended to the umbili- 
cus. The X-ray with collargol showed a diverticu- 
lum about as large as the bladder itself. Operation 
was decided upon because of the high mortality of 
unoperated cases. After washing the bladder the 
diverticulum was approached transperitoneally, 
and easily dissected free. The large retroperitoneal 
space left by operation was drained by marsupiali- 
zation. The patient made an uneventful recovery 
and twenty-six days after the operation he was 
discharged cured. B. S. BARRINGER. 


MacGowan, G.: The Transverse Incision and 
Abdominal Fascia, as a Method of Approach 
in Suprapubic Operations on the Bladder and 
the Prostate. J. Am. M. Ass., 1913, Ixi, 1863. 

By Surg., Gynec. & Obst. 

As a result of personal experience in a large num- 
ber of cases, the author advocates a transverse in- 
cision through the skin, superficial and deep fascia, 
and through the sheath of the recti muscles. This, 
he claims, insures good exposure, easy retraction, 
and the avoidance of trauma to the space of Retzius, 
infection of which, in the author’s opinion, accounts 
for the greater mortality following suprapubic 
cystotomy than from the perineal route. The 
author’s method of drainage after suprapubic 
cystotomy consists in the introduction of a large 

rubber tube, which is fastened into the bladder by a 

purse-string suture, through which continuous 

irrigation is made. H. L. SANFoRD. 


Randall, A.: A Study of the Benign Polyps of the 
Male Urethra. Surg., Gynec. & Obst., 1913, xvii, 
548. By Surg., Gynec. & Obst. 

The author gives a critical study of the termi- 
nology used to designate the polypoid growths of the 
urethra, following this with a classification based 
upon the examination of ten specimens, all of which 
were studied by microscopical serial sections. The 
review of the literature shows the diversity of opinion 
entertained as to the true microscopical structure of 
the four commonly used terms to designate such 
growths, and the author attributes this to the 
attempt to retain a terminology based upon macro- 
scopical examination only. 

He concludes by retaining the word polyp as a 
generic term for the entire group of growths; he 
advises limiting the term caruncle to the growths as 
they occur in the female; he excludes the term con- 
dyloma, as one has never been described as occurring 
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in the male urethra; and retains the term papilloma, 
restricting it to the type of growths which histo- 
logically show proliferating papilla. 

He classifies the polyps of the male urethra into: 
(1) Pure type or benign fibrous polyps; (2) villous, 
or papillomatous, type or benign villous polyps; 
(3) glandular type or benign glandular polyps. He 
illustrates these types by reporting four cases of the 
first group, two of the second, and four of the third. 

The greatest interest centers about the group of 
glandular polyps, which have only rarely been ob- 
served and, as pointed out by the author, may have 
an important bearing on the etiology of the glandu- 
lar hypertrophy as it occurs in prostatic enlarge- 
ment. 


Cruveilhier, L.: Sensitized Virus Vaccination in 
Gonorrheea, and Especially Its Complications. 
Lancet, Lond., 1913, clxxxv, 1311. 

By Surg., Gynec. & Obst. 

Cruveilhicr claims good results from the use of 
sensitized (Besredka) gonococcus vaccine in the 
treatment of epididymitis, prostatitis, metro- 
salpingitis, and gonorrhoeal rheumatism. The 
number of cases is not given. All the cases of 
epididymitis received no treatment other than the 
inoculations which were given subcutaneously at 
48-hour intervals, and repeated two or three times. 

The pain disappeared in from twelve to forty-cight 

hours, and the epididymis returned to normal size 

and sensitiveness after the third inoculation. 

Utero-adrenal complications of gonorrhoea showed 
marked improvement in discharge, in rigid and 
painful abdomen, and in general health, following 
two or three inoculations. Cases of acute and 
chronic gonorrhceal rheumatism have yielded 
promptly to the treatment, the striking features 
being the relief from pain and the speedy return of 
joint function. While the author thinks the best 
results are obtained in the treatment of the compli- 
cations and the chronic states of gonococcus infec- 
tions, he nevertheless claims very good results in 
acute and chronic urethritis. All the acute cases 
were terminated in four weeks. In no instance was 
there severe reaction following the inoculations. 

C. C. WARDEN. 


GENITAL ORGANS 


Lespinasse, V. D.: Transplantation of the Tes- 
ticle. J. Am. M. Ass., 1913, Ixi. 1869. 

By Surg., Gynec. & Obst. 

Lespinasse reviews the experimental work done in 

transplantation of the testicles, which was usually 

successful in frogs and chickens; in higher animals, 

however, failures prevail. In his own experiments 


he found that there was an immediate destruction 
of the spermatogenic cells, but that the interstitial 
cells survived at least two months, after which time 
most of the experimental animals were killed. 

In the human case which he reports, the patient 
had lost both testicles and also the power of erec- 
tion. 


A piece of testicle, removed for this purpose 
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from a live man, was immediately transplanted to 
him, and revived the power of erection within a few 


days after the implantation. The patient’s power 
of erection was perfect a year and a half after the 
operation. Since that time the patient has not been 
observed. 


Vilson, A. C.: Treatment of Gonorrheeal Epidid- 
ymitis by Bier’s Method. Brit. M. J., 1913, 
ii, 1281. By Surg., Gynec. & Obst. 


The cord on the affected side is encircled just 
above the testicle by a strip of lint one and a half 
inches wide, which is carried around between the 
two testicles along the median raphé of the scrotum. 
Over the lint is applied a fine piece of rubber tubing 
which is secured by an artery forceps, after it has 
been tightened to the required extent. This means 
that no pain results after the application; instead, 
the patients describe a comfortable warm sensation 
with immediate relief of pain. After a few moments 
the tissues assume a purplish color like that of a 
ripe plum. The treatment is applied the first day 
for an hour, if it can be borne for that length of 
time; the time is gradually increased up to eight 
hours a day. The longer the applications, the 
shorter the duration of the disease. 

Four cases in sailors treated by the usual old- 
time methods required in all 62 days of treatment, 
an average of 15.5 days each; six treated by the 
hyperemia method required only 44 days all to- 
gether, an average of but seven and one-third days 
apiece, or less than half the former time. 

Faxton E. GARDNER. 


Schloffer, H.: Technique of Suprapubic Pros- 
tatectomy, and Its After-Treatment (Zur 
Technik der suprapubischen Prostatektomie und 
ihrer Nachbehandlung). Prag. med. Wchnschr., 1913, 
XXViii, 532. By Journal de Chirurgie. 


The mortality of transvescial suprapubic pros- 
tatectomy has, in recent years, been reduced to less 
than 10 per cent. The cause of this decided im- 
provement lies not so much in the improvement of 
operative technique as in the after-treatment. The 
enucleation should be performed, not as quickly as 
possible, but as carefully, so as to lessen the danger 
of hemorrhage. The author has never seen any 
harmful results from dressing the bladder wound 
before the bleeding entirely ceases; he uses a very 
wide suprapubic bladder drain, and in this way 
avoids the collection of coagula, which stop up the 
drainage, and the complications arising from 
hemorrhage, which he thinks are due much more to 
this cause than to the actual loss of blood. 

The bladder should not be fastened superficially, 
but deep down so as to avoid the formation of a 
fistula. The drainage tube should be in the upper 


angle of the bladder wound, as far as possible from 
the symphysis, and should be sutured so that it is 
water-tight, and in such a way that the bladder wall 
is invaginated as much as a thumbbreadth or more. 
In order to make this possible, the peritoneum must 
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be carefully dissected off from the bladder wall over 
a space as large as a saucer, so that there may be no 
danger of including any peritoneum. By using the 
broad drainage tube there is no possibility of a col- 
lection of fluid in the bladder so long as the tube re- 
mains in position. Schloffer irrigates as little as 
possible; in the first few days after the operation 
irrigation is practiced only if the drainage tube be- 
comes stopped up. The second indication for irriga-_ 
tion is the decomposition of urine in the bladder and 
especially in the bed of the prostate. But he thinks 
the irrigation itself may carry infected particles into 
the tissues. To be sure there is a collection of necro- 
tic tissue in the bed of the prostate that must be re- 
moved, but this can be done after a considerable 
time; irrigation in the first few days after the opera- 
tion is not necessary. 

As the formation of a stricture at the site of a 
prostatectomy is not generally to be feared, he re- 
moves in the course of the enucleation not only the 
prostatic urethra but a large part of the mucous 
membrane covering the prostate. He recommends 
that the left index-finger, protected by a glove, be 
introduced into the rectum, as this makes the enu- 
cleation much easier. He opposes the use of a tampon 
in the bed of the prostate during the first few days. 
The bladder drain remains till the seventh or eighth 
day; on the sixth or seventh day a permanent 
catheter is inserted, and the necrotic fragments are 
then washed out through the bladder drain; after 
which the drain is removed and regular irrigations 
performed through the permanent catheter, which 
remains until the fourteenth day. The ultimate 
results of this after-treatment have been uniformly 
favorable. COLLEY. 


Marion, G.: After-Treatment of Suprapubic 
Prostatectomy (Soins consécutifs 4 la prostatec- 
tomie sus-pubienne). J. d’urol., 1913, iv, 533. 

By Journal de Chirurgie. 


Post-operative treatment is of the greatest im- 
portance in prostatectomy, and Marion studies it in 
detail. It includes: (1) Local treatment to secure 
the earliest possible healing of the suprapubic and 
vesicoprostatic wounds, and to put the bladder in 
perfect condition; (2) general treatment; (3) treat- 
ment of complications. 

Local treatment. The first indication is to stop 
hemorrhage from the prostatic cavity. Marion 
tampons it with gauze sponges with tapes passing 
out of the bladder through the lumen of a Freyer’s 
tube. This tampon is left in place for three days. 
The more or less frequent desire to urinate, which 
is caused by the presence of the tampon, is relieved 
by suppositories of belladonna and morphine. 

The sponges are removed the fourth day and the 
large Freyer’s tube replaced by the largest-sized 
Marion’s tube. Every three or four days the drain 
is removed and replaced by a smaller one; the dress- 
ing is ordinarily changed only when the tube is 
changed. 

About the twelfth day the hypogastric wound 























has sufficiently recovered to establish permanent 
drainage. To be sure of the solidity of the closure of 
the bladder the sound should be kept in for 48 hours 
after the cessation of any discharge from the 
hypogastric wound. In some cases the vertical 
wound is closed in 12 days; on an average, however, 
it requires 17 to 21 days and sometimes 25 to 30 days. 

General treatment. This includes the treatment 
of shock immediately after the operation, and care 
of the digestive and genito-urinary apparatus. The 
diet should be closely watched, to avoid azotemia 
and chloruremia, which may be caused by deficient 
nutrition. 

Pulmonary complications are rare, but it is well 
to have the patient sit up as soon as possible. To 
have him get up and walk early, however, is apt to 
do more harm than good, as early walking frequently 
causes phlebitis of the lower limbs. 

Complications. Secondary hemorrhage may ap- 
pear from the tenth to the twelfth day from the 
separation of a prostatic scar; it is very rare and is 
generally controlled by tamponing the prostatic 
cavity. 

Infection of the abdominal wound may occur in 
patients who have had a cystitis. If suppuration 
reaches Retzius’ space drainage is necessary. 

If the orifice in the bladder is not closed by the 
thirty-fifth day surgical closure of the fistula is 
necessary. The most important point in this opera- 
tion is the complete dissection of the bladder from 
the abdominal wall; the vesical wound should be 
closed by suture in two layers. 

Incontinence after recovery is met with some- 
times. It is ordinarily orthostatic and generally 
yields on dilatation of the urethra. 

Stricture of the urethra at its opening into the 
prostatic cavity is rare; it may be remedied by pro- 
gressive dilatation or internal urethrotomy. 

Orchitis is exceptional if the vasa deferentia are 
ligated, but is quite frequent if they are not, espe- 
cially after a permanent drainage tube is inserted; but 
even if it occurs the drainage should be maintained. 

Azotemia or chloruremia may appear after pros- 
tatectomy; they are the symptoms of acute nephri- 
tis, often caused by the chloroform, and should be 
treated dietetically. 

Pyelonephritis is a serious condition and may be 
caused by manipulations of the bladder or urethra 
causing traumatism of the mucous membrane. 
Extreme care should be exercised in post-operative 
manipulations to avoid injuring or infecting the 
urinary passages. 

Urinary infection generally yields readily if the 
bladder is well drained. A permanent drainage 
tube should be used in addition to the suprapubic 
drainage and continuous irrigation of the bladder 
gives excellent results. 

There are various forms of phlebitis: 

1. Acommon form is characterized by pain in the 
leg, elevation of temperature, and oedema; it may 
reach the abdomen or involve the other leg. It is of 
long duration but generally recovers. 
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2. The infectious form in which the cedema is less 
marked, is generally limited to the leg, but the eleva- 
tion of temperature is greater and the general condi- 
tion bad. This form is complicated by small infected 
emboli, which produce a chill, a rise in temperature, 
and a worse general condition. A repetition of such 
emboli may cause death. ; 

3. A deep form, phlebitis of the periprostatic 
plexus, is insidious and generally not recognized, be- 
cause not accompanied by any oedema of the leg. 
The only symptoms, which, would lead to suspicion 
of its presence, are a rise in temperature and a change 
in the genera! condition not explained in any other 
way. It is the most frequent cause of rapidly fatal 
emboli. J. Tanton. 


MISCELLANEOUS 


Hinman, F.: An Experimental Study of the Anti- 
septic Value, in the Urine, of the Internal Use 
of Hexamethylenamine. J. Am. M. Ass., 1913, 
Ixi, 1601. By Surg., Gynec. & Obst. 


This paper gives the results of 318 quantitative 
estimations of formalin in the urine of 116 patients, 
getting hexamethylenamine by mouth (grains, xv, 
t. i. d. p. c.) and considers the important factors in- 
fluencing the excretion of hexamethylenamine in the 
urine and the subsequent conversion of this into 
formalin. In the author’s opinion hexamethyl- 
enamine has no antiseptic value, and formalin can 
only be of value in a dilution of about 1 to 30,000 or 
stronger. He used a modification of Rimini’s 
phenylhydrazin-nitroprusside test for making the 
quantitative estimations of formalin. 

“Only four of the 116 cases failed to show forma- - 
lin. In each of these four cases only one specimen 
was examined. The remaining 112 cases were 
positive for formalin at some one examination. 
Only eight cases revealed formalin in germicidal 
strength, and five of these patients had been fed on 
acid sodium phosphate, so that in only about 2 per 
cent of the usual cases did the urine give the 1 to 
7,000 test at any one time; 25 per cent had formalin 
in amounts to give complete bacterial inhibition; 
55 per cent of the cases gave at some one examina- 
tion a I to 30,000 test or better; 44 per cent of the 
cases, although formalin was present, at no time had 
this formalin in sufficient amount to furnish anti- 
septic benefit. Of the 318 examinations, 36 per cent 
were definitely antiseptic, and of these only 17 per 
cent showed formalin in strength to give complete 
bacteriostasis, and only 5 per cent were germicidal; 
64 per cent had less than 1 to 30,000, and possessed 
no antiseptic value.” 

The findings in 33 cases in which the kidneys were 
definitely diseased do not indicate that disease of 
the kidneys exerts any influence whatsoever on the 
formalin content in the urine. 

At the level of the kidney, hexamethyle.amine is 
of little or no antiseptic value, as indicated by the 
findings on 23 catheterized (ureteral) specimens, 
only five of which showed formalin, and only in a 
strength of about 1 to 60,000. The author explains 
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this slight conversion at the kidney by the lack of 
time necessary for formalin conversion in an acid 
medium. 

The factors that influence the formalin content in 
the urine are considered of two kinds: those that 
influence hexamethylenamine excretion, and those 
that influence hexamethylenamine conversion. 

The size of the dose, the interval of administra- 
tion, and the character of the changes in the acid 
contents of the stomach are the important factors in 
excretion. Lavage of the stomach, one-half hour 
after feeding 1o grains of hexamethylenamine, 
showed formalin in the stomach contents in the pro- 
portion of about 1 to 20,000. 

In patients who had been given formalin by 
mouth, but who had not been getting hexameth- 
ylenamine, neither hexamethylenamine nor for- 
malin were later found in the urine. The amount 
of hexamethylenamine broken up in the acid of 
the stomach, therefore, is that much loss for 
subsequent conversion in an acid urine. The 
feeding of salol-coated pills of hexamethylenamine 
so as to carry the hexamethylenamine beyond the 
stomach did not make an appreciable difference in 
the formalin content in the urine, but the method is 
available for high gastric acidity or irritability. 

With respect to the subsequent conversion of the 
hexamethylenamine in the urine, the degree of urin- 
ary acidity is the most important factor. Using 
phenolphthalein as an indicator, to ccm. of urine were 
titrated against NigNaOH, to determine urinary 
acidity. This varied from o.1 to 7.9 ccm. the aver- 
age of the 231 examinations made being 3.1 ccm.; 29 
of the urines had an acidity of less than 1 ccm., and 
of these 13 were negative for formalin and 12 others 
barely gave a test; whereas, of the urines with an 
acidity of 2 ccm. all showed formalin, and, with the 
exception of six cases, all showed formalin in a 
dilution of 1 to 40,000 or better. 

The importance of urinary acidity is further 
shown in the following observations: 

1. The urine of a patient on hexamethylenamine, 
if acid, will, after standing, give a higher test for 
formalin than when fresh. 

2. If hexamethylenamine is added to an acid urine 
it will be quickly converted into formalin. On the 
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other hand, hexamethylenamine added to a neutral 
or alkaline urine shows none of this conversion. 

3. The addition of sodium acid phosphate, or o! 
any acid, to the urine of a patient on hexamethylen- 
amine negative for formalin will convert the 
hexamethylenamine present. 

4. Increasing or decreasing the acidity of the 
urine of a patient, through his diet, causes a corre- 
sponding change in the formalin content of the urine. 

The conclusions are that: 

1. The conversion of hexamethylenamine into 
formalin is a simple chemical process which will 
readily occur in an acid medium, but will not occur 
in an alkaline medium. 

2. The amount of excretion of hexamethylenamine 
in the urine is influenced by the size of the dose, by 
the frequency of administration, and by the charac- 
ter of the changes that occur in the acid contents of 
the stomach. 

3. The amount of the subsequent conversion of 
this hexamethylenamine in the urine is dependent 
on the degree of urinary acidity, on the duration of 
exposure to the influence to this acidity, and on the 
percentage concentration of the drug in it; and, in 
order to give formalin conversion in antiseptic 
amounts, the urinary acidity should be greater than 
2 ccm. of tenth-normal sodium hydroxide for 10 ccm. 
of urine. 

4. A low acidity may be temporarily increased 
by feeding certain acid-producing drugs, and this 
acidity may often be maintained by giving these 
drugs alternately. 

5. Disease of the kidney has no influence on the 
formalin content of the urine. 

6. At the level of the kidneys, hexamethylena- 
mine, in doses of 15 grains, three times a day, has no 
antiseptic value. 

7. Formalin is present in the bladder urine in some 
amount in practically every case receiving 15 grains 
of hexamethylenamine by mouth, three times a day, 
but, because of the great significance of urinary 
acidity, this dosage is too small a routine from which 
to always expect a reasonable antiseptic benefit. 

8. The allied hexamethylenamine compounds do 
not give greater antiseptic values than pure hexa- 
methylenamine. 
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Sussmann, R.: Inclusion Blenorrhoea in the 
New-Born (Ein Beitrag zur Kenntnis der Ein- 
schlussblenorrhée der Neugeborenen). Deutsche med. 
Wchnschr., 1913, XXXixX, 1545. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

About one-third of all the cases of blenorrhoea in 
the new-born have hitherto shown no bacteriological 
findings. Different hypotheses were proposed to 
explain these questionable cases, among which the 
so-called late infection of Heymann was the most 
generally accepted until it was found that the von 

Provazek-Halberstadt epithelial inclosures, the 

trachoma bodies, were found more frequently in 

cases of blenorrhoea in the new-born than in real 
trachoma. Experimental investigation finally led 
to the complete identification of these inclusion 
blenorrhoeas with true trachoma. Further investi- 
gation showed, however, that inclusion blenorrhoea 
was an independent, hitherto unknown disease. 
The author, from his 72 cases of blenorrhoea and 
blenorrhoeal catarrh resembling trachoma, comes 
to the following conclusions: Inclusion blenorrhoea 
forms almost half of all blenorrhoea. In this way 
the gap left by the negative bacteriological examina- 
tion in so many cases of blenorrhcea is filled. Most 
late infections are those of inclusion blenorrhcea. 
These show a marked lack of bacteria; mixed infec- 
tions with gonococci are rare. Inclusion blenorrhoea 
is distinguished from gonococcal blenorrhcea by its 
longer incubation period, 5 to 9 days, by its more 
seropurulent secretion, stronger tendency to hamor- 
rhages from mucous membrane, by its protracted 
course, and by the fact that it spares the cornea. 

Simple catarrh of the new-born is not inclusion 

blenorrheea. BORELL. 


Miller, R. W.: Affections of the Eyes Resulting 
from Sinus Involvements. Calif. St. J. Med., 
1913, Xi, 450. By Surg., Gynec. & Obst. 


The careful examination and treatment of the 
sinuses in ocular and neuralgic complaints makes 
it possible to explain the etiology and pathology of 
many ocular and orbital diseases. 

Only after special care and repeated examinations 
is it possible to discover the source of the trouble in 
non-suppurative and closed suppurative cases of 
sinus involvement. No part of the eye is exempt 
from secondary invasion from sinus diseases. The 
causes of organic ocular and orbital disease are: 
(1) Mechanical or irritative; (2) toxic; (3) septic. 
These may result in hyperemia, hyperplasia, or 
some type of inflammation. 

The frequent occurrence of sinus inflammation 
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THE EYE 


AND EAR 


with ocular or orbital complication noted in the 
last few years in Los Angeles prompted the article. 
Ocular or orbital pain, at some stage of the process, 
must be regarded as one of the chief symptoms. 
The orbital pain is aggravated by muscular action 
of the eyes. The anatomical condition of the 
turbinates and nasal septum explains why sinus 
diseases are so generally bilateral. Miller inten- 
tionally omits the numerous diagnostic tests for 
sinusitis. It is his experience that ocular complica- 
tions have been observed with far greater frequency 
in chronic than in acute sinus involvements. Nu- 
merous cases showed evidence of chronicity with 
acute exacerbation. Long continued closure from 
egress and ingress of air with its oxygen content 
seems to aggravate the condition of the involved 
sinus, which maintains a constant swelling and 
bagginess, and eventually develops into hyperplasia, 
with or without suppuration. This favors ocular 
complications, varying in degree from the milder to 
the pronounced type of intra-ocular suppuration. 

He cites the case of a woman aged 35, who com- 
plained of feeling sand in her eyes, and of being 
unable to use her eyes for close work. She had 
frontal headaches, slight conjunctival congestion, 
and slight tenderness on pressure in the upper and 
inner orbital angles. The ophthalmoscope revealed 
a mild chorioretinitis in each eye. The refraction 
error was slight and she found no relief from wearing 
glasses. The anterior part of the right middle 
turbinate body was removed, and a few days later 
the entire left turbinate was removed. Pus 2 ccm. 
in quantity was seen to flow from the ethmoid cells. 
The treatment was followed by marked relief. 


EAR 


Lynch, R. C.: Congenital Absence of Both Ears. 
Laryngoscope, 1913, XXiii, 1050. 
By Surg., Gynec. & Obst. 

The case reported by Lynch is that of a boy 
12 years of age, having six brothers and sisters, 
all of whom appear to be normal in their develop- 
ment, while the unfortunate subject of the paper 
had not even a sign or vestige of an auricle or ear 
on either side of his head, the skin being absolutely 
clean and smooth, covering the ordinary site of the 
auricle and external auditory meatus. 

In the nasopharynx a corresponding lack of 
development existed, there was no prominence of 
the eustachian tube, and indeed no tube at all— 
no fossa of Rosenmiiller. Although the doctor 
could elicit no evidence whatever of hearing by use 
of tuning forks or any form of extraneous noise, 
the mother of the patient maintained that the boy 
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would imitate chickens and cows, would dance with 
joy when the piano was played, and would run to the 
river bank when the steamboats whistled. Lynch 
reports this case as being the only instance of such 
a condition of which he has been able to find a record. 
H. BEATTIE Brown. 


Whiting, F.: The Indications for the Labyrinth 
Operation. N. Y. St. J. Med., 1913, xiii. 596. 
By Surg., Gynec. & Obst. 


The author states that though much has been 
accomplished in recent years by the critical study of 
the physiology of the labyrinth, still the symptom- 
atology of labyrinthitis, with its bearing upon the 
indications for operation, is still an uncompleted 
study. 

He emphasizes the fact that while even a small 
amount of pus contained in the labyrinth is a con- 
stant menace to contiguous intracranial structures, 
still some cases of purulent labyrinthitis heal 
spontaneously, and consequently, accurate diagnosis 
is necessary to anticipate a favorable outcome for 
operative procedures. 

He considers no operative interference indicated 
in either a circumscribed or a diffuse serous laby- 
rinthitis, unless it becomes converted into a purulent 
labyrinthitis, and, though not in accord with the 
teachings of the Vienna school, the author believes 
that early operation in acute diffuse purulent laby- 
rinthitis offers the patient a greater degree of 
security than delayed procedure, especially when the 
acute labyrinthitis supervenes upon a _ chronic 
purulent otitis media. In cases of chronic diffuse 
purulent labyrinthitis he thinks there is no choice 
as to operation, as the indications are for the laby- 
rinth operation or none at all. 

ELLEN J. PATTERSON. 


McKinney, D. R.: Cavernous Sinus Thrombosis; 
Report of a Case. Laryngoscope, 1913, xxiii, 1059. 


The patient, a woman 31 years of age, was treated 
for antrum trouble, which was relieved by irriga- 
tion. Later, following a severe cold in the head, 
her face swelled and she developed pain all over the 
right side of the face and above the right eye, and 
foul smelling pus was occasionally discharged from 
the corresponding naris. Her temperature was 
100.5° to 103° and morphia was required for the pain. 
The right antrum was discharging pus, and the 
swelling increased so that the upper lid of the right 
eye was closed, and showed bluish congestion, in- 
dicating blood stasis. 

The treatment consisted of an ice pack con- 
tinuously, and a 2 per cent cocaine spray, with 


frequent irrigation of the right naris with a warm. 


saturated solution of boric acid. The temperature 
fluctuated between 103° and 104°; when it rose the 
patient became more or less delirious. 

Four days after the first examination, her tem- 
perature became normal, and she said she felt better 
than at any time since the beginning of the attack. 
Soon, however, the temperature began to rise, 
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delirium developed, and the patient died in the 
afternoon of the same day. H. Beattie Brown. 


Beck, J. C.: Failures and Successes in Diagnosis 
and Surgical Intervention of Some Intra- 
cranial Diseases, Especially from the Stand- 
point of an Otolaryngologist; with Report of 
Cases. [Illinois M. J., 1913, xxiv, 265. 

By Surg., Gynec. & Obst. 


Because of his firm conviction that lessons learned 
from failures contribute as much to the ultimate 
success of a surgeon as a recital of successes, the 
author has set forth and attempted to analyze both 
his failures and successes. 

The conditions discussed are: Sinus thrombosis. 
meningitis, extradural abscess, brain abscess, brain 
tumor, hypophysis tumor, intracranial hemorrhage 
with and without fracture of the skull, gasserian 
ganglion affections—intractable tic douloureux— 
external hydrocephalus, and encephalocele. 

Of 38 cases of sinus thrombosis, either with or 
without complications, as bulb and jugular involve- 
ment, meningitis, brain abscess, and general sepsis, 
or some other general condition, as pneumonia, 
nephritis, etc., 26 recovered following operation. Of 
the 12 fatal cases, 10 were complicated mostly by 
septic pneumonia, which came practically moribund 
to the operating table; the 2 remaining cases, which 
were diagnosed early and apparently not compli- 
cated, died from rapidly developing meningitis. 
Both of these cases were of the streptococcic type 
of infection. 

Of the 51 cases of meningitis of which the author 
had adequate records, 18 had spinal punctures and 
septic organisms were recovered from 12. The 
diagnosis of diffuse septic meningitis was made in 
37 cases of the 51. Of these 37 cases, 28 came to 
operation, either primarily as a nasal accessory sinus. 
mastoid, or some other local infection, as by way of 
the exposure of the meninges over the seat nearest 
the infection, and finally the opening of the cisterna 
magna. Of the 14 remaining cases of meningitis, 
either of the local, septic, or serous type, 12 re- 
covered without operation and 2 died. This number 
does not include the local meningitis with brain 
abscess, sinus thrombosis, etc. Of the 37 cases of 
diffuse septic meningitis, whether operated on or 
not, only 3 recovered. 

Of 16 extradural abscesses, 11 were found at the 
time of operating for mastoid, sinus thrombosis, and 
frontal sinus disease; 12 of these 16 cases recovered 
after operation. Of the 4 fatal cases, 3 were operated 
on and complications arose on account of intradural 
abscess, meningitis, and general sepsis; 1 case 
which was diagnosed, refused operation, but a post- 
mortem examination revealed a large extradural 
abscess in the cerebellar region. 

Of 19 cases of intradural abscess 2 recovered. 
Both of these were in the temporosphenoidal area, 
and the operation was by way of the mastoid tegmen 
route. In neither case could there be any micro- 
organism recovered from the pus of the abscess, 
















































either in smear or culture. In one case, the abscess 
followed a rapidly destructive mastoiditis in an 
influenza infection, and the second occurred in the 
seventh week of a scarlet fever otitis media in a 
child aged 3 years. Of the 17 remaining cases, 10 
came to operation; 6 were in the cerebellar region, 2 
frontoparietal, and 2 temporosphenoidal. The 7 
cases either refused operation or were too far ad- 
vanced to be submitted to the operation. 

Of 8 cases of brain tumor, there was made a 
correct localization diagnosis in 5, this number not 
including gummata. The pathological types were 
cyst, osteoma or exostosis, fibrosarcoma, and glioma. 
The locations were 2 in the motor area, 1 occipital 
(supratentorially), 1 in the positive cerebellar angle, 
1 frontoparietal, and 1 at the base of the frontal lobe. 
Five were operated on with a mortality of 75 per 
cent. In not a single instance did the réntgenogram 
reveal the tumor. Spinal punctures were made in 
7 of the 8 cases, and only in 1 was there any increase 
in pressure, and in all there was a negative Noguchi 
globulin or Nonné test present. 

Besides several cases of acromegaly, there were 
3 cases of hypophysis tumor diagnosed only at 
operation or post-mortem; 1 was erroneously diag- 
nosed as cerebral tumor; the other 2 were diagnosed 
as nasopharyngeal fibrosarcoma. 

There are three types of intracranial hemorrhage: 
(1) basal fracture; (2) fractures not including the 
base; (3) combined. 

A case of intractable tic douloureux is cited in 
which the ganglion was completely removed, with- 
out giving the patient the expected relief. 

The author reports one case each of external 
hydrocephalus and encephalocele with fatalities 
in both. O. M. Rorr. 


Day, E. W.: Report of 8 Cases of Purulent Men- 
ingitis Operated Upon by the Haines’ Method; 
Post-Mortem Findings. Laryngoscope, 1913, 
Xxiii, 1041. By Surg., Gynec. & Obst. 


Day gives due credit to Haines for originating a 
brilliant operation for the treatment of purulent 
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meningitis, and though it seemed to offer great 
possibilities as a curative measure, a_ sufficient 
number of cases has not as yet been reported to 
establish a conclusion as to its real value. The 
author reports twelve cases of suppurative menin- 
gitis treated by him, in nine of which he performed 
the Haines’ operation, by drainage of the cisterna 
magna. 

The author notes that in only one of his cases was 
there any evidence of cedema of the fundal veins, 
neither was there any constantly increasing blood 
pressure. One case recovered. The establishment 
of free drainage for the cerebral fluid was not 
difficult. In seven cases the amount of fluid drained 
in 24 hours averaged eight ounces. 

In all but one case, the diagnosis of meningitis 
was confirmed by lumbar puncture. The symptoms 
were not diminished by drainage of the cisterna 
magna in the two cases that were secondary to 
fracture of the base of the skull, while in the other 
cases there was a definite period of improvement, 
evidenced by lessening or absence of headache, 
clearer mentality, loss of muscular rigidity, 
lower temperature and pulse. This stage was fol- 
lowed by the usual progressive sepsis, finally ending 
in a deep septic coma, and death apparently free 
from pain. The period of improvement varied from 
a few hours to nine days. 

Day divides the course of this disease, when 
treated by drainage of the cisterna magna, into three 
well-defined periods: (1) The period of invasion; 
(2) the period of improvement; and (3) the period of 
sepsis. 

He gives an interesting history of his cases with 
the pathology and autopsy findings, and concludes 
his instructive paper by saying: ‘‘Drainage of the 
cisterna magna hinders the development of a diffuse 
meningitis over the hemispheres, prevents the 
accumulation of inflammatory exudate in the 
subdural spaces, but appears to have no effect upon 
the accumulation of pus in the pia-arachnoid, and 
does not influence the progress of the infection at the 
base of the brain.” H. BEATTIE Brown. 
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Sluder, G.: Nerve Trunk Anesthesia and Car- 
bolization, in Nasal Surgery. Laryngoscope, 
1913, XXiii, 1078. By Surg., Gynec. & Obst. 


The author states that three years ago he began 
the cocainization of the sphenopalatine ganglion as a 
procedure for postnasal surgical anesthesia. A short 
time later he adopted a similar practice with the 
internal nasal nerve. 

He has found this procedure exceedingly satis- 
factory. A very small applicator containing one- 
half minim saturated solution of cocaine mur. is 
placed under the posterior tip of the middle tur- 
binate and allowed to remain for fifteen minutes. 
Eight minutes after setting the applicator for the 
ganglion, the applicator is set for the internal nasal 
nerve. A smaller applicator is used, carrying one- 
half drop applied to the uppermost anterior aspect 
of the nasal fossa. 

Both applicators are removed simultaneously, 
one having been in fifteen minutes and the other 
seven. The anesthesia thus produced gives more 
than half an hour for the performance of the most 
comprehensive bone surgery of the lateral wall. 

The author refers to another method used by him, 
which he calls “‘nerve-trunk blocking,” in which he 
uses 5 per cent phenol in 95 per cent alcohol, injected 
by means of a straight needle used both for the 
internal nasal nerve and the sphenopalatine gan- 
glion. To introduce the needle into the sphenopala- 
tine ganglion, it is passed under the posterior tip 
of the middle turbinate in a direction upward, back- 
ward, and slightly outward, and is introduced 
two-thirds centimeters by measurement from its 
point of contact — one-half cubic centimeter of the 
solution is then injected. Carbolic acid added to 
the alcohol prevents much, if not all, of the pain of 
alcohol when injected, and the analgesia seems to 
the author to be much greater and of longer dura- 
tion. W. H. Jamison. 


Noyes, M. L.: Report of a Few Cases Where Su- 
tures, Instead of Packing, Have Been Used, 
After Submucous Resection of the Nasal 
Septum. Boston M.& S. J., 1913, clxix, 542. 

By Surg., Gynec. & Obst. 
The method of finishing this operation is as de- 
scribed by Lothrop and consists of a quilting-stitch 
being used through both flaps as far back as the 
bone and cartilage have been removed, five or 
more stitches being employed. 
The author reports 10 cases, in 9 of which the 
results of this procedure were very satisfactory; in 
the tenth, an abscess of three days’ duration resulted, 


due, as she considers, to faulty placing of the 
stitches. 

The advantages of this method are: Free breath- 
ing, less discomfort, less trauma to turbinates, and 
more rapid healing EarLe B. Fow er. 


THROAT 


Casselberry, W. E.: The Recognition of Early 
Changes in the Larynx in Tuberculosis. J. 
Am. M. Ass., 1913, lxi, 1789. 

By Surg., Gynec. & Obst. 


The author urges the importance of early diag- 
nosis of laryngeal tuberculosis, especially in a 
tuberculous subject, since prognosis and treatment 
depend largely upon laryngeal involvement. 

Although not differing from tuberculosis else- 
where, laryngeal tuberculosis favors certain sites, 
each of which tends to stamp the lesion with its own 
local function; and though the stamp be that of 
location rather than of lesion, its impress on the 
tuberculous matrix is apt to leave a mark distinctive 
of the lesion itself. This is especially true of a site 
designated by the author as the vocal angle and 
described as starting at the base of the vocal process 
and mounting, with a posterolateral trend, it marks 
the line where the superficial structures of the true 
cord, the false cord, and the interarytenoid fold 
merge into one. 

In ordinary phonation and in a normal larynx, 
no imprint is noticed at this site, but tuberculous 
infiltration will cause it to retain in the form of a 
furrow or fissure, the impress made on it at the fold- 
ing line. 

This hyperplasia, commencing at the subglottic 
portion of the base of the vocal process, and marked 
gradually by a furrow in the vocal angle, the author 
considers one of the earliest and most distinctive of 
all the initial changes wrought by tuberculosis in the 
larynx, and indicates tuberculosis before interaryte- 
noid hyperplasia would have passed the stage of 
similarity to non-tuberculous infiltration. 

ELLEN J. Patrerson. 


MOUTH 


McCurdy, S. L.: Plastic Mouth Surgery. Pitis- 
burgh M. J., 1913, i, 19. By Surg., Gynec. & Obst. 
In this paper the author advocates the complete 
closure of wounds within the mouth, depending 
upon the use of tincture of iodine for sterilization, 
even after the removal of sequestre or even the 
antral floor, and avoiding the gauze pack, which 
forces the tissue farther away from the bone and 
retards repair. 
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In the lower jaw, when drainage is necessary, an 
incision is made from without, or when an abscess 
is “pointing” it should be treated in like manner. 
Two cases are reported: One in which the antrum 
was opened while operating on a cyst, and one in 
which it was necessary to remove the external half 
of the mandible from the right second molar to the 
second bicuspid on the left side, leaving the remain- 
ing bone denuded over a large area. In both cases, 
after the application of tincture of iodine, the 
wounds, after the edges were freed, were closed; in 
the second case, an incision was made through the 
skin beneath the jaw and a rubber drain inserted, 
both cases making uninterrupted recoveries. 

He describes another operation for closure of a 
naso-oral fistula, assuming that the labial gingival 
structures are destroyed and that the lingual peri- 
osteum and mucous membrane extend well down to 
the normal line. 

He makes a flap or tongue large enough to cover 
the opening, by incising the mucous membrane and 
periosteum, freshening the end of it as well as the 
borders of the opening, and suturing it in place 
with the chromicized gut. H. A. Ports. 


Loeb, V.: Fields for Research in Oral Surgery. 
J. Am. M. Ass., 1913, lxi, 1880. 
By Surg., Gynec. & Obst. 

In this short paper the author confines his remarks 
to some of the fields for research in oral surgery 
which are not definitely marked out and, to facilitate 
the discussion, divides the subject into five classes: 
embryological, anatomical, bacteriological, physi 
ological, and chemical. 

Those comprising the first class, are: Cleft- 
palate which has been produced in animals, harelip 
fistula of the lip, fissure of the tongue and cheek, 
facial asymmetry, and congenital teeth. 

Cases are cited showing the hereditary influence 
in cleft palate and harelip. Ballentyne thinks the 
solution of the problem lies in a thorough embry- 
ological investigation, teratological developments 
being utilized as hints to direct research. 

In the anatomical field the lingual papillz, the 
musculature of the lips and cheeks in articulation, 
as well as the lymphatic distribution and the exact 
location of the pharyngeal end of Rathke’s pouch 
merit more definite research. 


In bacteriology there are many undeveloped prob- 
lems such as relative virulence of micro-organisms 
at different ages, the specific cause of pyorrhoea 
alveolaris, foci of infection and the absorption of 
toxins from them. 

The saliva also presents a number of important 
physiological problems for investigative work, 
among which is the presence of albumin in tuber- 
culosis of the lungs. The formation of calculous 
deposits is also little understood and the efficacy of 
various tooth powders and pastes and mouth 
washes is not settled. The etiology, diagnosis, and 
treatment of several diseases of the oral cavity ave 
still uncertain, viz.: tri-facial neuralgia, stomatitis 
aphthosa, leukoplekia, pyorrhoea alveolaris, and 
others. In this paper the author aims to stimulate 
and encourage research work along the lines men 
tioned in order that progress may be promoted and 
routine measures obliterated. H. A. Ports. 


Dean, L. W.: A Method of Closing a Sinus Be- 
tween the Antrum of Highmore and the 
Mouth. J. Am. M. Ass., 1913, Ixi, 1613. 

By Surg., Gynec. & Obst. 
The author advocates this method of closing 
sinuses, remaining after removal of large quantities 
of bone following necrosis, or in chronic cases, 
which require permanent drainage into the nasal 
fossa. After numerous failures due to improper 
suture material and imperfect mattress suture, he 
details his technique as follows, claiming 95 per cent 
union. After having completed proper drainage into 
the nose, by the Denker or other suitable operation, 
and the removal of necrotic bone; after dissecting 
the gum and periosteum up from the inner and outer 
alveolar plates, which he removes sufficiently to 
allow the periosteal flaps to fall together without 
tension, he applies along the inner and outer sur- 
faces of the alveolar process a piece of small rubber 
tubing long enough to be tucked under all the 
sutures. Now passing a double-armed silkworm- 
gut suture from within outward, the loop passes 
around the tube on the inner side, and the knot 
lies upon the tube on the outer side, care being 
taken that the pressure be not sufficient to produce 
necrosis, the wound and sutures being cleansed 
hourly with hydrogen peroxide. Within seven to 
ten days healing may be completed. H. A. Ports 
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